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In 2001 approximately 7.9% of the UK population were considered to be members of 
an ethnic minority (national statistics, 2004). Ethnic minority groups show a number 
of key differences in their socio-demographic profiles. This includes variables such as 
marital status, housing tenure, education, employment, and occupational class.
(Nazroo and Sproston, 2002). It also appears that there is variation between ethnic 
groups in terms of prevalence of mental health problems, and in their use and 
experience of mental health services.
In this essay I aim to explore different explanations that have been offered concerning 
this variation. I will begin by discussing issues surrounding differences in prevalence 
of depression, including the possibility that there are unique factors of minorities 
experience in the UK that account for this; I will also discuss the use of diagnostic 
categories in a multi-ethnic society. I will then explore issues related to treatment of 
depression, including the acceptability of treatment for our clients, power in 
therapeutic interactions, religion, and the use of alternative treatments by minority 
groups. Finally I will consider issues related to service provision, such as institutional 
racism, and providing services specific to ethnic minorities.
A major difficulty in reviewing research on ethnic minorities is the lack of consensus 
regarding the concepts of race, culture and ethnicity. Race is thought to be 
biologically determined, and hence should not be used interchangeably with culture or 
ethnicity, which are socially determined. Culture is a social construct that 
encompasses the normal behaviours and attitudes of a particular group. Ethnic group 
is defined by a sense of belonging or group identity. (McKenzie and Crowcroft, 1994) 
Additional confusion occurs in the lack of agreement about the use of different ethnic 
categories in research. Definitions of ethnic group may vaiy in different instances 
(e.g. Asian has sometimes, but not always included Chinese). Most recent research has 
used the categories used by the Office of Population Censuses and Surveys, thus 
resolving this problem. However, these categories do not necessarily demarcate 
sociocultural differences (Sillitoe, 1987, cited in McKenzie, 1994) .The term Asian, 
for example may include people from diverse cultures (e.g. Indians, Pakistanis, and 
Bangladeshis) but the resultant category implies homogeneity.
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Prevalence and Diagnosis
Research by Cochrane and Bal (1989) used admission rates to psychiatric hospitals to 
demonstrate low prevalence rates of depression in African-Caribbean populations, and 
low rates of all mental illness in south-Asian populations (as cited in Hussain and 
Cochrane, 2004). The assertion that south-Asians are more psychologically stable has 
become common. However, results from community studies show a different picture. 
Commander et al. (1997a) found rates of common mental disorders (CMD) (i.e. 
anxiety and depression) amongst Asian residents of 37%; this was approximately 
twice that amongst white or black ethnic groups. Bhui et a l (2001) found similar 
community prevalence rates (41%) in a Punjabi population in London, but this did not 
differ from the rate for English controls (39%). Shaw et a l (1999) found higher levels 
of depression in African Caribbeans compared with White Europeans. Nazroo 
(1998a) found lower rates of mental illness in south-Asians compared with Whites. He 
also reports higher prevalence of depressive neurosis in African Caribbeans. In the 
ethnic minority psychiatric illness rates in the community (EMPIRIC) survey Weich 
and McManus (2002) found higher rates of CMD in Indian and Pakistani women, and 
lower rates in Bangladeshi women, however after adjusting for the differing age 
profiles of the ethnic groups, only the finding of lower rates in Bangladeshi women 
remained significant. Significance levels, and age adjustments for incidence of 
depressive episodes are not reported, but the pattern is the same as for CMD.
It may be that one reason for this disagreement about prevalence rates is due to 
differential access to services resulting in different findings between treatment rates 
and community prevalence, and this possibility will be discussed below. Other 
explanations have centred on whether there is a poor fit between the philosophies of 
western psychiatry and that of other cultures, which would result in differences in the 
detection of depression in ethnic minorities.
The dominant explanation of depression in UK mental health services is a biosocial 
model that encapsulates a number of assumptions about health and illness. One of 
these is the separation of body and mind, as demonstrated in a division between 
services for physical and mental healthcare. Fernando (2002) argues that this mind-
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body split is at odds with the beliefs of many non-westem cultures that are 
characterised by a holistic view that integrates mind and body, and also spirituality 
and environment in their conception of health. Fenton and Sadiq-Sangster (1996) 
note that there have been frequent reports of the finding that people from various 
ethnic groups are more likely to somatise their distress. They interviewed 16 south- 
Asian women living in Bristol who were thought to have life troubles; common to 
these women’s descriptions were references to the heart being damaged or falling, 
feeling hurt or sad, and feeling ‘kamjor’ -  a Punjabi word meaning weakness, that has 
both physical and emotional meaning. An experience common to all of these women 
was ‘thinking too much in the heart’, a description which seems to transcend the 
mind-body divide. Although there was recognition of an illness by these women, it 
was not an illness that could be treated by doctors or medicines; improvement of the 
illness was linked with the resolution of life problems, and help was likely to come 
from family support or spiritual guidance. It seems that these women were not 
somatising their distress, but rather expressing it in a way that was congruent with 
their own explanations of their distress.
If there is a poor fit between health services and ethnic clients’ descriptions of 
psychological distress, then it follows that clients distress will go unnoticed because it 
does not fit western diagnostic categories. Commander et al (1997b) found mental 
health problems were more common in Asians in the community and that they were 
more likely to consult their GP than either Blacks or Whites. However, they were less 
likely to be referred onto specialist services, particularly in the case of affective 
disorders. Nazroo (1998a) found lower rates of mental illness in south-Asians, 
however he suggests that the screening instruments used may have performed 
differently for this ethnic group, and notes the difficulty interviewers experienced in 
translating concepts such as depression.
Nazroo and O’Connor (2002) examined qualitative interviews carried out alongside 
the EMPIRIC survey. They concluded that although expressions of distress were 
broadly universal across all ethnic groups, there were some diagnostically important 
experiences (such as low confidence, low self esteem, guilt, and shame) that were less 
prominent in the descriptions of south-Asian respondents, particularly Bangladeshis. 
They conclude that although there is broad similarity in expressions of distress across
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ethnie groups, there are specific differences that mean structured survey instruments 
or itemised diagnostic approached may fail to fully capture the experience of some 
ethnic minorities.
Williams and Eley (1997) have compared three measures of distress in a population of 
south-Asians living in the UK; the general health questionnaire (GHQ12), a 
psychosomatic symptoms scale, and a measure of self-rated distress. They found 
similar levels of distress as measured by the GHQ12 across their sample when 
compared with the general population, however the psychosomatic symptoms scales 
showed higher distress for limited English speakers, while self-ratings showed higher 
distress in Muslims and women. They conclude from this that psychological distress 
in some defined south-Asian groups may be underestimated in research and clinical 
practice where self-ratings and psychosomatic measures are not used. They assert that 
psychosomatic symptoms and self-rated distress are not mild manifestations compared 
with the GHQ12, however the lack of control group means that clear support for this 
is limited. Additionally, increased distress on these two measures was only found in 
defined parts of the sample (women, Muslims, and limited-English speakers).
There is some research suggesting that clinicians may apply diagnostic criteria in 
different ways determined by the ethnic group of the service user. Bhui et al. (2001) 
found that although there was no difference in the presentation of physical or 
psychological complaints between Punjabi and White respondents, their GPs 
identified an excess of somatic presentations in Punjabi’s. They suggest that the GPs 
in this study may view distress in Punjabis as culturally congruent, and so not 
indicative of CMD, or that there is a belief that this group is more likely to tolerate 
distress.
These studies suggest that there are important differences in the experience of 
depression across ethnic groups, and that when this variation meets with the 
predominance of western assumptions in UK mental health care the result is lower 
detection of mental distress in some groups. Tsai and Chentsova-Dutton (2002) 
suggest three areas in which there are critical mismatches between Western and 
Eastern assumptions. Western culture emphasises positive emotion, while Eastern 
cultures may have greater tolerance for negative emotions. Western explanations of 
depression are often biological, which is at odds with Eastern cultures where there is
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little emphasis on a mind-body split. Western cultures emphasise personal aspects of 
depression, which are attributed to individual internal disturbance, whereas other 
cultures often have inter-personal explanations for emotional distress, (as cited in 
Falicov, 2003).
Hussain and Cochrane (2004) note a common claim that the stigma of mental illness is 
greater in south-Asian communities, and results in an under-utilisation of health 
services, however they also note the lack of direct evidence for this link. Webb- 
Johnson (1995) suggests that stigma attached to mental illness is universal, and is 
merely assumed to be higher in Asians (as cited in Hussain and Cochrane, 2004).
Fernando (1984) stated that ‘racism is not just an added stress to individuals of ethnic 
minority groups .. .but is a pathogen which generates depression’ (pp.46). Karlsen 
and Nazroo (1997) have supported a link between racism and mental illness. In a 
sample of 5196 people of Caribbean, African or Asian origin living in the UK, 1 in 8 
reported experiencing racist abuse or attack in the past year. Those who reported 
verbal racial abuse in the past year were two and a half times more likely to suffer 
from depression, whilst those who reported a racial attack were three times more 
likely to suffer from depression. Whilst this offers some support for a link between 
racism and mental illness, it is noted that there is a lack of longitudinal research in this 
area (Chakraborty and McKenzie, 2002).
Increased stress in ethnic minority groups may also come from the increased 
likelihood of experiencing socio-economic deprivation. Commander et al. (1997b) 
demonstrated higher psychiatric morbidity amongst the unemployed and the 
economically inactive groups in their sample compared with the employed, both in 
terms of community prevalence and case recognition by GPs. Weich and Lewis 
(1998) analysed longitudinal data from two annual household surveys in the UK.
They found financial strain to be a predictor of onset and maintenance of common 
mental disorders (CMD), whilst poverty and unemployment were associated with 
longer episodes of CMD. Although these studies establish a link between socio­
economic disadvantage and CMD, neither establishes if there are specific effects on 
the mental health of ethnic minority groups. Nazroo (1998b) argues that ethnic 
minority status is closely linked with many alternative explanations of health
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inequalities (e.g. social class, employment) and that those groups who are most 
deprived would exhibit higher rates of mental illness. However the EMPIRIC survey 
(Weich and McManus, 2002) demonstrates that the relationship between socio­
economic factors and CMD varies between ethnic groups. For example they found 
living in rented accommodation was associated with significantly higher risk of CMD 
in white men and women and Pakistani women, however for Bangladeshis there was 
no association. Additionally whilst black Caribbean men without educational 
qualifications were at increased risk, this pattern was reversed in Bangladeshi women, 
where CMD rates were lowest in those without qualifications. It seems possible that 
there are culturally defined differences in expectations and priorities amongst these 
groups that may account for these varied associations. For example, lack of 
qualifications was highest amongst Bangladeshi women (68%), so if this is considered 
the norm in this group it may be a lesser source of distress.
It seems clear that there are a number of factors that are influential in the experience 
of depression and of its diagnosis in ethnic minority groups. However, I think what is 
most important is to consider how members of ethnic minorities experience the 
process of diagnosis and their initial contacts with mental health care. Bhui et al. 
(2002) interviewed south-Asian male service users. They found that although users 
were able to speak English, there was a general dissatisfaction with how they were 
understood in assessment because of language. There was a general consensus that 
assessment could be improved by inclusion of discussion of religious and cultural 
issues. Some men felt an ethnically matched key worker would have better 
understood them. There was often a sense of bewilderment at the fact that user’s 
subjective appraisal of their problems was not sought, and that the content of the 
assessment was entirely dictated by the practitioner. This means that in practice it is 
important to offer interpreting services, even where it appears that the client speaks 
English fluently, and that assessment should include a discussion of cultural and 
religious aspects of the client’s experience.
In conclusion, the process of diagnosis for members of ethnic minorities is likely to be 
less satisfactory than it is for the majority white population. It has been variously 
suggested that ethnic minorities demonstrate higher, lower, or the same rates of
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prevalence of depression as whites. Explanations for higher prevalence have centred 
on the experience of racism or more socio-economic deprivation in these groups. For 
lower prevalence rates, explanations include a poor fit between western and non- 
westem explanations of mental illness leading to under-detection of culturally 
expressed distress, or that clinicians expectations lead to different diagnostic practices 
for different groups.
Treatment
Many of the studies discussed above have shown that ethnic minorities have different 
levels of engagement with mental health services. This may be explained as a result 
of difficulties in detecting psychological distress in these populations, however there 
may also be a number of reasons why members of ethnic minorities may chose not to 
make use of mental health services.
The mind-body split characterised in UK mental health care is at odds with a more 
holistic view of mental health in non-westem communities. Thus south-Asian women 
interviewed by Fenton and Sadiq-Sangster (1996) were generally of the opinion that 
their illness could not be treated by doctors. Whilst some relief could be obtained 
from medications, or from talking to people, cure lay in the resolution of life 
problems, which was often prayed for. The finding from the EMPIRIC study (Lloyd 
and Fuller, 2002) that some south-Asian groups (men and Bangladeshi and Pakistani 
women) are most likely to have consulted their GP, but also that they are less likely to 
present with stress or emotional problems, and more likely to present physical 
symptoms may be explained if we consider that they are making use of health services 
in a way that is concordant with these cultural beliefs. In the qualitative study that 
accompanied the EMPIRIC study Grewel and Lloyd (2002) identified reasons why 
respondents chose not to access services. These included a belief that mental illness 
was not amenable to medical treatments, and hearing about others negative 
experiences; however it is not stated if these reasons were more common in ethnic 
minority groups. South-Asians in this study were more likely to receive treatment in 
primary care, and it is suggested that this is because GPs are held in high esteem by 
this group, and because there is often shared ethnicity or language.
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The dissatisfaction reported by the respondents in Bhui et a l (2002) study of mental 
health assessment would presumably apply in treatment settings as well. These men 
felt misunderstood because of language differences, and were perturbed by the lack of 
professional interest in religious issues and their own explanations of their distress, 
and so it would be surprising if they accepted the treatment offered as having a good 
fit with their problems.
Lower access to services is not necessarily due to choice. Grewel and Lloyd (2002) 
found that there was little awareness of secondary services in south-Asian groups, and 
thus they were reliant on primary care services identifying distress and referring them 
to secondary services. They note that all ethnic groups criticised the role of the GP as 
gatekeeper, and that GPs decisions to not refer to secondary services was sometimes 
challenged. However this was difficult for south-Asian respondents whose first 
language was not English, who often felt unable to express their needs effectively. 
Respondents also cite language and lack of cultural awareness amongst mental 
healthcare staff as reasons for services being inaccessible. Use of counselling services 
was low amongst south-Asians, and all users of these services were able to speak 
English, suggesting that language may be an important barrier to access.
Black people (people of African descent) are less likely to receive psychotherapy, 
psychological therapy, or counselling. This allied with tendency to offer treatments 
centred on coercion or restraint leads to increased conflict between services and users, 
with the result that users disengage from services (Sainsbury Centre for Mental 
Health, 2002). This may be due to professionals’ perception that ethnic minorities are 
likely to be unsuitable for psychological treatments (National Institute for Mental 
Health in England, 2003; Sainsbury Centre for Mental Health, 2002).
Aside from differences in access to services, there are factors that are likely to 
determine important differences in the experience of treatment by ethnic minorities. 
Hussain and Cochrane (2004) suggest that ‘an overemphasis on political correctness 
can mean that professionals may be restricted from developing an open and honest 
relationship with clients’ (p263). They also contend that the marginalisation of
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spirituality in mental health services may result in clients not seeking help, preferring 
the services of alternative healers.
Copsey (1997) states that the fundamental clash with the philosophy of Western 
psychiatry means that members of ethnic minority groups find mental health services 
unacceptable. He notes that many clients dreaded going to hospitals or day centres, 
because their religious and cultural beliefs were not talked about. This made them 
feel cut off from what mattered most to them, with the result that they would not 
return to these services. He notes that spiritual leaders across most different faiths 
saw mental health problems in the context of evil spirits, and would deal with these 
problems using religious rituals and prayer. In contrast he found that mental health 
workers saw religion as too complicated to engage with. Sims (1994) suggests that in 
western secular society, discussion of religious experience has become taboo, and this 
is at odds with the fact that for many people spiritual concepts are an integral part of 
their everyday existence. Sims and Copsey both advocate the inclusion of discussion 
of religious beliefs in mental health settings, as this represents significant parts of 
many of our clients’ experience.
Dein and Sembhi (2001) found 28% of their sample of Asian patients had consulted a 
traditional healer at some point in their psychiatric illness, and that several who had 
not done said that this was because they did not know of any in the UK, or because 
they considered them too expensive. Treatments included dietary changes and herbal 
remedies as well as wearing amulets containing holy words. Traditional healing was 
used concurrently with Western psychiatric treatments. Aslam suggests that Asians 
may prefer to see traditional healers because there is no language barrier, their 
approach is more holistic, and they have more time. (Aslam, 1979 as cited in Dein and 
Sembhi, 2001). Fernando (2005) has advocated that the NHS should offer a variety of 
therapies drawn from different cultural backgrounds, and notes that doing so would 
first require a shift in the assumptions that underpin Western psychiatry and 
psychology. However Hussain and Cochrane (2004) argue that there is no need to 
incorporate alternative therapies into mental health services, suggesting that instead 
we can simply allow clients to make an informed choice about their treatment.
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The credibility of treatment (whether a client believes it will be successful in solving 
their problems) is related to adherence to treatment and to treatment outcome. I have 
already discussed above the mismatch in philosophies that may result in ethnic 
minorities finding Western treatments less credible.
Wong et a l (2003) examined the relationship between culturally based variables, and 
the perceived credibility of cognitive therapy (GT) and time-limited dynamic 
psychotherapy (TLDP) as treatments for depression, in Asian American college 
students. Low white identity, and high independent self-construal were both 
associated with lower credibility ratings for TLDP. There were no differences in 
credibility ratings of CT. It is confusing that high independent self construal (which is 
more fitting with a Western world view) resulted in the same lower credibility for 
TLDP as Low white identity. However, although this is a limit of the study, as is its 
use of non-depressed students and lack of control group, it does suggest that 
credibility of treatments is affected by cultural variables.
Brown et a l (1999) found that African Americans were more likely that their white 
counterparts to complete interpersonal therapy of depression (IPT) but were less likely 
to complete treatment with antidepressant medication. There were no ethnic 
differences found in response to either form of therapy. They suggest that IPT is more 
acceptable to African Americans than pharmacotherapy, suggesting that their finding 
of greater side effects at baseline in those African Americans who discontinued 
pharmacotherapy was evidence of an ethnically determined poor tolerance for 
physical symptoms. They claim that clients who somatise their distress are likely to 
be highly sensitive to physical symptoms and side effects. However given my 
previous discussion of the doubt over the tendency for ethnic minorities to somatise 
distress, I find these explanations problematic.
These studies lend some support to the hypothesis that the credibility and acceptability 
of treatments offered in Western healthcare is different for ethnic minorities than for 
the majority group. I have chosen to include American literature here, despite 
concerns about its limited application in the UK. There are differences between the 
UK and America both in terms of ethnic minorities and their experiences, and in the 
organisation of healthcare. However, I feel it is justified in illustrating my argument 
given the paucity of research about credibility and acceptability of treatments in the 
UK.
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The interaction between healthcare professionals and their clients is marked by an 
imbalance of power. Pinderhughes (1989) notes that clients from ethnic minorities 
can be doubly powerless associated firstly with their needing help, and secondly with 
their membership of an ethnic group which is less powerful compared with the 
dominant (white) group. There is a need in the therapeutic interaction to avoid 
colluding with the victimisation of minority groups and aggrandisement of the 
majority group. In a successful therapeutic interaction, there is a change in the 
balance of power, so that a client can see them self as a powerful person belonging to 
a group that has the ability to change their powerless status. In this process there is 
also a change in the professional’s powerful role. It is therefore incumbent upon 
mental health professionals to maintain an awareness of power imbalances in their 
relationship with all clients, particularly those from ethnic minority communities.
In conclusion of this section on treatment, there seem to be a number of factors that 
result in members of ethnic minorities accessing mental health services less, and for 
those who do access services, having a less positive experience of their treatment 
compared with members of the majority group. People from ethnic minorities are less 
likely to know about or be offered specialist services, and feel less able to ask about 
them. They are also more likely to think these services do not offer the right sort of 
help for their problems. Language may be a barrier to access, and ethnic minorities 
may be considered unsuitable for some types of treatment. The marginalisation of 
religious and cultural explanations of mental illness can mean that clients from ethnic 
minorities find services unacceptable, and so do not engage with the treatments 
offered.
Service Issues
Findings of differences in diagnostic practices, access to services and experiences of 
treatment have led the charge that British mental health services are institutionally 
racist. Institutional racism is ‘The collective failure of an organisation to provide an 
appropriate and professional service to people because of their colour, culture, or 
ethnic origin’ (Macpherson, 1999, paragraph 6.34). The concept does not require that
Essav 1. - Approaches to Psychological Distress
22
there is an intention to discriminate, but simply that there is a disparate outcome for 
ethnic minorities. McKenzie (1999) suggests that the concept of institutional racism 
could be the key to developing an equitable NHS, because it allows focus on the 
actions of institutions rather than individuals, and on results of practice rather than 
intent. He suggests there is a need for a centralised body to take forward the issues of 
ethnic disparities in the NHS, not only to ensure equity of access to services, but also 
equity of outcome.
Fernando (2002) asserts that ‘since psychiatry developed at a time when racist 
doctrines were becoming established in Western culture, the ideology of racism 
became incorporated into the discipline’. Sashidharan (2001) suggests that it is 
necessary to address the racism in the culture and historical roots of psychiatry in 
order to achieve improvements in services for ethnic minorities.
My own experience of racism in the NHS occurred when I was working in a service 
where there was no provision of interpreters for clients who did not speak English. I 
am surprised to realise how quickly my initial anger at this policy turned to 
acquiescence. My view became that, although this policy was unsavoury, there 
wasn’t anything I could do to change it; discussion with colleagues revealed that this 
was not an uncommon view. It is easy to see how even where individuals do not hold 
racist beliefs discriminatory practice and outcome may still go unchallenged.
It was also my experience in this setting that asylum seekers were excluded from the 
services because of a desire to avoid becoming involved in complex legal processes. 
This is indefensible in respect of institutional racism, which emphasises the 
importance of equity of outcome, rather than offering equal level of input. Asylum 
seekers have increasingly been portrayed as undeserving of assistance offered by the 
UK welfare system (Sales, 2002), and it seems there is a danger that this belief will 
become generalised to all ethnic minorities.
One suggestion for reducing ethnic inequalities in healthcare is the provision of 
separate services for these groups. The possibility of this as a way forward is debated 
by Bhui and Sashidharan (2003). Bhui argues that the advantage of these services is 
that they can develop specific knowledge of ethnic minorities and develop the skills
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and models of care most suitable for their clients. They are also likely to have the 
mandate of minority service users, and may find it easier to concentrate on recruiting 
and retaining staff from ethnic minorities. However, Sashidharan argues that there is 
little evidence of any differences in the mental health needs of ethnic minorities, and 
that the creation of specific services for ethnic minorities risks ignoring the 
importance of cultural competence in relation to differences other than ethnicity. He 
also expresses concern that there would be an implication of culture as a problem or 
disability for ethnic minorities.
In 2003 The National Institute for Mental Health in England (NIMHE) set forth plans 
for change in the NHS to address ethnic inequalities. They advocate involvement of 
ethnic minorities in planning, commissioning, delivering and evaluating services so as 
to ensure accountability. Other suggestions include cultural competency training for 
all staff, emphasis on recruitment of staff from diverse ethnic backgrounds, 
collaboration with voluntary organisations, and providing interpreters. Better 
engagement with local communities is envisaged through the employment of 
community development workers, who will ‘build on the inherent strengths and 
capacity of minority ethnic groups in dealing with mental health issues within 
communities themselves’ (pp.33-34). National targets are set out with regards to the 
recommendations contained within the document, but they appear poorly defined, and 
it is not clear how these targets would be enforced.
Conclusion
An assumption underlying this whole essay is that ethnic minority groups deviate 
from the white norms. This assumption seems inevitable given that research and 
debate about health inequalities has centred on the different characteristics of ethnic 
minorities and their experiences of mental health. It should be borne in mind, 
however, that this is only one possible viewpoint in the debate of who is different 
from whom.
Linked to this is the assumption that depression is a condition that is universal to all 
people and it is important to remember that mental illnesses such as depression can be
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seen as a construction of Western psychiatry. However it would seem fair to argue 
that there are conditions of psychological distress that appear similar to western 
depression experienced in many diverse cultures.
The thread that binds all the issues together in this area is a fundamental mismatch 
between western ideas and models of medicine, and those held within the culture of 
origin of many ethnic minority groups. If there is to be a resolution of the inequalities 
experienced by ethnic minorities in relation to mental health in the UK, then it is 
necessary that this mismatch is acknowledged, and the fundamental assumptions 
underlying the healthcare system are re-examined. Such change must take place at all 
levels of the healthcare system, and although evidence of this process can be seen, for 
example in the provision of mandatory cultural competence training in NHS trusts and 
the increased attention paid to these issues in professional training, it is likely to take 
some time before this translates to changes in the interface between services and their 
users.
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The National Institute for Clinical Excellence
The National Institute for Clinical Excellence (NICE) publishes clinical guidance for 
the NHS recommending appropriate treatment and care for people with specific 
diseases or conditions, which are based on the best available evidence (NICE, 
http://www.nice.org.uk/page.aspx?o=252400). Recommendations made in NICE 
guidelines are graded according to the type of evidence they are based upon. 
Recommendations are given grade A where they are based on randomised controlled 
trials, grade B where based on non-randomised trials or well designed non- 
experimental studies, and grade C where based on expert opinion and/or clinical 
experience.
NICE has been conceived to help clinicians manage many of the dilemmas they face 
in their practice around choice, equity, efficiency, demand and limited resources. It is 
intended that NICE guidelines should eliminate the level of variation in treatments 
made available to people by the NHS according to where they go for help, and ensure 
that the best possible care is uniformly delivered throughout the NHS (Rawlins, 1999)
The NICE Guidelines on Eating Disorders
NICE published guidelines for the treatment and management of eating disorders in 
January 2004, making the following recommendations regarding psychological 
interventions. For anorexia nervosa, there is a weak (grade C) recommendation for 
any of a variety of treatments including cognitive analytical therapy, cognitive 
behaviour therapy (CBT), interpersonal psychotherapy (IPT), focal psychodynamic 
therapy, and family interventions. There is also a grade C recommendation that patient 
and carer preferences be taken into account when deciding which of these treatments 
is offered. There is a stronger (grade B) recommendation that family interventions be 
offered to children and adolescents with anorexia. With regards to bulimia nervosa 
stronger recommendations are made for self-help programmes (grade B) as an initial 
step, and CBT adapted for bulimia (CBT-BN) for 16-20 sessions (grade A). Likewise 
recommendations for binge eating disorder include self-help programmes (grade B) 
and adapted CBT (CBT-BED) (grade A).
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Ethical Dilemmas arising from the NICE guidelines on Eating Disorders
It is a basic ethical requirement that health professionals provide interventions 
which firstly are not likely to cause harm to the recipient of the intervention, and 
secondly are likely to reduce the distress and / or symptoms experienced by that 
person. The NHS represents these requirements in terms of clinical governance, “A 
framework through which NHS organisations are accountable for continuously improving the 
quality of their services and safeguarding high standards of care by creating an environment in 
which excellence in clinical care will flourish.”(DOH, 1999, p 6). The role of NICE in 
clinical governance is to review currently available evidence and to make 
recommendations about which interventions should be used in the NHS.
Limitations and biases in the available research mean that some therapies are 
more likely to be found to be efficacious that others. In the case of bulimia nervosa 
and binge eating disorder, the NICE guidelines recommend evidence-based self-help 
programmes as a first step, followed by specifically adapted forms of CBT. For 
bulimia nervosa, 13 placebo controlled studies were included in the meta-analysis, of 
these 10 included CBT, whilst only 4 included self-help, only 2 included focal 
supportive psychotherapy, and only 1 included dialectical behaviour therapy (DBT).
Of 18 trials comparing different psychological treatments, 16 involved CBT whilst 4 
involved behaviour therapy, 3 involved interpersonal therapy (IPT), 1 involved 
psychodynamic psychotherapy, and 5 involved focal supportive psychotherapy. 
Likewise for binge eating disorder there is a larger number of placebo controlled 
studies for CBT (4) than for behavioural weight control (1), DBT (1), or IPT (1) 
(National Collaborating Centre for Mental Health, 2004). Of the studies used in this 
guideline then, the majority for bulimia nervosa or binge eating have included CBT as 
an intervention, where as each of the other interventions mentioned have only featured 
in a small number of trials. The larger number of studies of CBT considered in this 
guideline mean that there is more likely to be sufficient power in the studies to find an 
effect for CBT interventions than is the case for the other interventions considered.
In the case of anorexia nervosa, evidence on effective treatments is limited. The 
NICE guideline takes account of 11 trials comparing different psychological therapies 
with ‘treatment as usual’ (TAU), however these trials are small and only provide a
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total of 459 participants. Additionally, because of differences in methods for reporting 
outcome, and poor extractability of data in a number of these studies, no meta-analysis 
was undertaken for anorexia nervosa. From these studies, the guideline concludes that 
there is limited evidence for the superiority of a number of psychological therapies 
(family interventions, focal psychoanalytical psychotherapy, and psychotherapy ‘not 
otherwise specified’) compared with TAU. It concludes that there is limited evidence 
of poor outcome for a range of psychological therapies (cognitive analytical therapy 
(CAT), CBT, IPT, focal psychodynamic therapy and family interventions) and that 
there is not sufficient evidence to show that any of these approaches are superior to 
the others (National Collaborating Centre for Mental Health, 2004).
As noted above, NICE has taken an approach to reviewing current evidence that 
places highest value on randomised controlled trials (RCTs) in determining which 
interventions should be recommended. RCTs determine the efficacy of a given 
treatment, that is the ability of a treatment to produce benefit, however of more 
importance to clients and practicing clinicians is the effectiveness of an intervention 
(what benefit is actually achieved when an intervention is applied in routine practice) 
(Andrews, 1999). Studies of effectiveness necessarily do not involve the level of 
control that RCTs entail, and this means the such studies are automatically less valued 
by NICE.
There are a number of significant differences between RCTs and clinical practice 
which make it problematic to generalise research findings from one to the other.
RCTs seek to maximise internal validity through recruitment of a homogenous group 
of participants, usually this means excluding anyone who experiences more than a 
single difficulty (or diagnosis), and by employing rigid treatment protocols or 
manualised treatments (Persons and Silberschatz, 1998). In clinical practice, 
numerous people presenting with an eating disorder also have difficulties in other 
domains that results in their attracting multiple diagnostic labels (also known as co­
morbidity) (National Collaborating Centre for Mental Health, 2004), such people are 
likely to be excluded from RCTs. Goldfried and Wolfe (1996) have argued that 
therapists who adhere too closely to treatment manuals compromise their clinical 
effectiveness. This presents a significant dilemma because it is suggested that close
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adherence to manualised treatments is likely to result in reduced effectiveness, 
however, the more clinicians deviate from the protocols used in RCTs the more 
chance that they will not be offering the therapeutic factors that resulted in the RCTs 
finding of that treatment and efficacious.
An additional problem with RCTs of manualised treatments is that they do not help 
clinicians to overcome difficulties associated with adherence or non-response to the 
manualised treatment (Mansfield and Addis, 2001)
Goldfried and Wolfe (1996) have suggested that research should focus on identifying 
change processes in psychotherapy and the therapist behaviours that promote these, 
rather than concentrating on a which ‘brand name’ therapies are most efficacious. 
Hawe et a l (2004) have suggested that most current views of RCTs place too much 
emphasis on standardising the content of interventions. Instead they propose that 
researchers should focus on standardising the function and process of interventions, 
which would allow interventions to be better tailored to fit with local conditions and 
could in turn improve effectiveness. Likewise, Jacqueline Persons (Persons and 
Silberschatz, 1998) has argued that there is no reason that RCT methodology cannot 
be used to study many different aspects of clinical practice, but also concedes that 
current use of the RCT method is usually associated with homogeneous client groups 
and phenomena that are distant from clinical practice, making generalisation difficult. 
The current NICE guidelines make a number of recommendations for particular 
brands of therapy, and furthermore neglect to give sufficient consideration to 
processes in the delivery of these therapies (see below).
Because of the way NICE grades the evidence it uses, and its commitment to base its 
recommendations on the best possible evidence, non-RCT evidence would only be 
included in the guidelines where RCTs are not available; this means that the 
effectiveness of an intervention would not be considered if that intervention had been 
shown to be efficacious in a RCT. If an intervention were to be efficacious, but not 
effective, this would place the recommendations of the NICE guideline directly at 
odds with the clinicians duty to offer treatments that are likely to reduce distress.
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The NICE guidelines fail to take account o f the ways in which interventions 
are delivered. It is widely noted that people presenting with eating disorders are 
likely to have low levels of motivation to make changes in their eating behaviour.
With anorexia nervosa, this is likely to manifest as denial that there is any problem 
and reluctance to enter therapy, whereas with bulimia it is marked by strong 
ambivalence about changing, and premature termination of treatment (Vansteenkiste 
et a l, 2005). Miller and Rollnick (1991, cited in Vansteenkiste et a l, 2005) 
developed motivational interviewing (MI) from clinical practice with bulimia. This 
approach takes the view that clients have strong inner resources to achieve change, 
and that the clinicians role is to evoke and strengthen this resourcefulness. Prochaska 
and DiClemente’s (1982) transtheoretical model of change (TMC) also emphasises the 
importance of internal resources, and outlines different stages of motivation that 
people move through when considering change. This model also considers the 
clinicians role as one of strengthening inner resources and motivations, and proposes 
that there may be differences in the most effective approach according to the clients 
current motivational stage. Treasure and Ward (1997) have applied principles from 
TMC and MI to eating disorders in the development of motivational enhancement 
therapy, and this approach has received some empirical support, in that MET was as 
effective as CBT in reducing bingeing and purging behaviours in the short term 
(Treasure et a l, 1999). Self Determination Theory (Deci and Ryan, 2000, cited in 
Vansteenkiste at al., 2005) expands the concepts of internal and external motivation, 
outlining the importance of intrinsic motivations (doing an activity for its inherent 
satisfaction or enjoyment) and internalised motivations (engaging in non-enjoyable 
activities that are experienced as an expression ones personal values or commitments) 
in achieving lasting change. They suggest a third type of internal motivation, 
introjected motivation (engaging in an activity because of guilt, shame or anxiety) 
which is not associated with successful attempts to change. Vansteenkiste et a l 
(2005) suggest that these concepts of internalised motivation and introjected 
motivation would have an important role to play in developing a theory of motivation 
in eating disorders, and in developing therapeutic interventions, however this model 
has yet to be empirically validated in eating disorder populations.
A local NHS service for eating disorders recognises the importance of motivational 
issues in this population as reflected in the structure of its service provision in that it
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offers three different treatment programmes, one of which is purely aimed at 
enhancing clients motivation to enter and engage in treatment, and makes not attempt 
to address the specific symptoms of the eating disorder (personal communication). 
Motivation to change is not given significant attention in the NICE guidelines except 
to say that it may be an important factor to be considered when engaging clients in 
treatment, and may be one of may predictive factors in treatment outcome. There was 
one study on motivation included in those originally considered by the guideline 
development group (Treasure et a l, 1999), however this study was excluded from use 
in the development of the guideline because it focused on motivation rather than on 
treatment of an eating disorder (National Collaborating Centre for Mental Health, 
2004). Given the wide acknowledgement of motivational difficulties in people with 
eating disorders, it is very problematic that the NICE guidelines do not make 
recommendations about interventions to improve motivation to engage with treatment 
and make successful changes. One might suggest that the reason for this omission is 
that there is a lack of randomised controlled trials in this area, however this fact has 
not prevented NICE from making 86 out of its 102 recommendations in this guideline 
based on grade C evidence. Perhaps it is because motivational techniques pertain 
more to the manner in which treatment is delivered rather then content (Vajnsteenkiste 
et a l, 2005) and so presents a challenge to NICE in terms of operationalising the 
intervention, although many of the recommendations in this guideline are poorly 
operationalised (for example, ‘assessment of people with eating disorders should be 
comprehensive... ’ NICE, 2004; p7). Alternatively it may be that NICE excluded 
motivational interventions from this guidance, because there is no direct link between 
the intervention and any change in the measurable symptoms of the eating disorder 
(e.g. frequency of bingeing, weight gain), therefore such interventions would need to 
be evaluated as part of a more complex multi-component treatment package, a 
challenge for the experimental methods that NICE place highest value upon.
The role of motivation to change presents a dilemma across most if not all areas of 
health and social care because it can place a clients right to choose (not to have 
treatment) in direct opposition with the clinicians professional and societal obligation 
to help those in distress or at risk of coming to harm. This dilemma is particularly 
stark in the case of eating disorders because clients are more likely to choose not to
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have treatment, and the result of such a choice is more likely to be significantly 
harmful for the client.
CBT is an intervention that requires clients to form an alliance with the therapist and 
to actively work at modifying behaviours and challenging cognitions (Beck et a l, 
1979). Given the difficulties with motivation discussed above, CBT may be 
experienced by this group of clients as a treatment that is low in acceptability and 
difficult to engage with. An important factor in the acceptability of treatment 
approaches for people with eating disorders is the extent to which therapies are 
collaborative or directive approaches. CBT has been presented by some as 
‘collaborative empiricism’, emphasising the role of the client in setting goals, 
developing a formulation of their difficulties, and identifying strategies and techniques 
to be used as tools for change (ibid.). However, the extent to which collaboration is 
present in CBT is likely to vary according to who is delivering the therapy, and 
proponents of humanistic or psychodynamic approaches have suggested that CBT is a 
more directive therapy (Watson and McMullen, 2005). Geller et a l (2003) have 
investigated the effect of the perception of an intervention as directive or collaborative 
on the acceptability of that intervention for clients, and its expected acceptability in 
the view of clinicians. This was achieved by asking service users and clinicians to 
read vignettes about encounters between a client and a clinician and to rate the 
encounter for acceptability, likelihood that the client would remain in treatment, and 
likelihood they would follow recommendations. Clients and care providers agreed 
that collaborative interventions were more acceptable to clients, more likely to result 
in the client remaining in treatment, and more likely to result in the client following 
recommendations. They also found that clients who were ambivalent about change 
rated directive interventions more negatively than those who were motivated. 
Additionally, directive and collaborative interventions were rated as equally likely to 
occur in current clinical practice. Again the NICE guideline has paid little attention to 
collaboration in the planning and delivering treatments, except to say that developing 
a collaborative relationship is important in engaging clients, and is likely to present a 
challenge to clinicians when working with clients with anorexia nervosa and their 
families. NICE may have assumed that all clinicians in the NHS achieve a 
collaborative approach to their work, however the study outlined above suggests that
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this is not the case (at least in an American healthcare system). There is urgent need 
to investigate the nature of delivery of therapies to this population within the NHS and 
to what extent this determines the effectiveness of interventions so that guidance can 
be given where necessary to ensure that interventions have maximum effectiveness.
The NICE guidelines fa il to make sufficient recommendations for the first line 
treatment o f  anorexia nervosa, or for alternative (second line) treatments in bulimia 
and binge eating. The NICE guidelines recommend that “therapies to be considered 
for the psychological treatment of anorexia nervosa include cognitive analytical 
therapy (CAT), CBT, IPT, focal psychodynamic therapy, and family 
interventions.. .’’(NICE, 2004, plO). At first it appears hopeful that there is such a 
wide choice of therapies to be used with anorexia, however these recommendations 
are made purely on the basis of consensus opinion of expert committees or respected 
authorities, and closer examination of the National Collaborating Centre for Mental 
Health’s (2004) report for NICE reveals that there is insufficient evidence to conclude 
that any of these interventions are effective. Whilst in is clearly unacceptable for 
clinicians to do nothing to try to help people with anorexia, and therefore not useful to 
have a guideline that does not recommend potential treatment approaches, I believe it 
is irresponsible of NICE to have not made more clear in the guideline the lack of 
evidence to recommend any of these interventions. This is particularly stark when 
considered in light of the recommendation for bulimia that where IPT is offered as an 
alternative to CBT “patients should be informed it takes 8-12 months to achieve 
results comparable with cognitive behaviour therapy” (p i7).
Agras et al. (2004) note that there are very few studies of psychological treatments in 
anorexia, and of those that do exist many have significant problems. Benefits gained 
from treatment in these studies are usually modest, and the experimental treatment has 
often only outperformed a comparison intervention that has no theoretical or clinical 
rational and would be deemed inadequate by eating disorders specialists (eg. 
nutritional counselling alone). Other problems include high attrition rates, lack of 
rigorous protocols, and failure to assess adherence to treatment. To resolve these 
difficulties there is an urgent need to develop standardised treatments based on clear 
theoretical foundations, and to develop a standard assessment protocol to aid
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comparison of results across studies. They also point out that that it is imperative to 
support novel treatments as well as further investigating established approaches.
There are a number of barriers that can discourage both researchers and those who 
fund research from investigating anorexia. These include a lack of appreciation of the 
extent of disability caused by anorexia, pessimism about potential for change, a 
perception that anorexia is an untreatable and self imposed disorder, and difficulties of 
poor motivation in this group of clients. Additionally, the low incidence of anorexia 
nervosa (about 0.7%) makes recruiting large samples of participants difficult, and thus 
the statistical power of studies is often limited; these difficulties could be addressed 
through multi-site research, or by broadening the criteria for inclusion in studies 
beyond the rather restrictive DSM-IV criteria, which would also have the advantage of 
allowing exploration of the boundaries of the illness, and the effects of earlier 
intervention (before all diagnostic criteria are fulfilled). These barriers must be 
addressed if effective treatments for anorexia are to be developed.
The guidelines for bulimia nervosa recommend self-help followed by CBT as 
principle treatments. The use of self help as an initial treatment may delay access to 
appropriate interventions for those who do not benefit from self help, however it has 
been argued that this difficulty is offset by the resource savings that result from those 
who do benefit (Carter and Fairbum, 1998). The guidelines also state that “when 
people with bulimia nervosa have not responded to, or do not want CBT, other 
psychological treatments should be considered.” (NICE, 2004). Fairbum et a l (2003) 
acknowledge that CBT for bulimia is only fully effective in around half of cases, and 
suggest reasons why this may be the case, and adjustments to their model which may 
help better address bulimia. However, this adjusted CBT model has not yet been 
empirically validated, and thus presently we must presume that half of people seeking 
help do not get full benefit from CBT. It is appropriate then that NICE acknowledges 
the need to consider other approaches, however it fails to make explicit what these 
approaches should be. IPT is recommended as an alternative to CBT, but other 
approaches are not mentioned. NICE recommends the use of other psychological 
treatments where people “do not want CBT” however this places the clinician in a 
dilemma between accommodating the clients choice and their obligation to practice 
evidence-based interventions. NICE acknowledges the “right of individuals to make
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informed choices” in their guidance to those developing guidelines with regards to 
social value judgements (NICE, 2005, p. 10) although this would be limited by virtue 
of incapacity, or by the fact that “providing very expensive treatments, on the basis of 
personal preference, would deprive many others of cost effective interventions” (ibid). 
There are different cost implications associated with different psychological therapies 
in terms of length of treatment required, and who can deliver such treatments, 
however this seems to have been ignored in these particular guidelines. Currently, we 
do not have evidence to show that any psychological interventions are ineffective or 
harmful in bulimia, and so NICE seem to have taken the view that once evidence 
based approaches have been ruled out, either through failure or refusal, then any 
intervention may be offered. This sounds like the veiy situation that NICE was 
created to avoid, where there is significant variation in practice dependent of clinician 
preference and skills. If clients are to be give the option to choose which intervention 
they would like or would not like to have then it is imperative that we have sufficient 
evidence both about what works and what does not work so that such decisions can be 
informed ones.
The frequent recommendation o f  CBT in NICE guidelines perpetuates a belief 
that CBT is a panacea for all difficulties. CBT is recommended as a treatment of 
choice in NICE guidelines on depression (NICE, 2004b), anxiety (NICE, 2004c), and 
schizophrenia (NICE, 2002), as well as for eating disorders. The common appearance 
of CBT in these guidelines is likely to have occurred because of the greater number of 
studies conducted leading to increased statistical power (as discussed above). 
However, it may also perpetuate the increasingly often expressed view that CBT is a 
treatment that is equally (highly) effective for most difficulties, and the implication 
that it is more effective than other psychological interventions. There seems to be less 
knowledge of NICE’s other recomendations for psychological therapies (which 
include IPT, couple counselling, family therapy, self-help, mindfulness based CBT, 
psychodynamic psychotherapy, problem-solving therapy, and cognitive analytic 
therapy). In my experience CBT has become writ large in both the public 
consciousness (clients have often heard or read that CBT will be able to help with 
their particular problems) and in that of the medical profession (referrals often request 
a course of CBT).
Essay 2. -  Professional Issues
41
NICE’S use o f  arbitrary diagnostic groups as their basis fo r  recommendations 
make this guideline less meaningful in clinical practice. These guidelines are 
intended for use with people who have an eating disorder, specifically anorexia 
nervosa, bulimia nervosa, or an atypical eating disorder (including binge eating 
disorder). These diagnostic labels are taken from International Classification of 
Diseases (ICD-10) (WHO, 2003), however ICD-10 is developed according to the 
current consensus opinion of a committee of experts, and as such would be classified 
according to the NICE system as grade C evidence. There are considerable similarities 
amongst the criteria associated with these diagnostic categories, principally that all 
include as their central pathology and over-evaluation of shape and weight, and people 
often move between diagnostic groups (Fairbum and Harrison, 2003). Also, the 
category ‘atypical eating disorder’ (known as eating disorder not otherwise specified 
[EDNOS] in the diagnostic and statistical manual [DSM-IV, APA, 19??]) is intended 
to represent a small residual category of people who have clinically significant eating 
problems but do not fulfil diagnostic criteria for anorexia or bulimia, however this 
category accounts for between 50 and 70 % of all cases of eating disorders (Fairbum 
and Bohn, 2005). Additionally, there is significant neglect of this category, as 
evidenced by the lack of treatment studies (ibid). NICE does not make specific 
recommendations for atypical eating disorders (with the exception of binge eating 
disorder), instead suggesting that they should be treated according to the 
recommendations for either anorexia or bulimia which most closely resembles the 
clients presenting problems. It does not seem then that the use of these diagnostic 
categories is particularly helpful in guiding clinicians in their interventions with 
clients with eating disorders. Half or more of clients in clinical practice will present 
with difficulties that meet the criteria for a diagnosis on which NICE has not made 
any guidelines, and the clinician is left to decide for themselves which diagnosis the 
clients problems are most similar to; if this tums out to be anorexia, then there is still 
very little by way of recommendation from NICE. Fairbum and Bohn (2005) have 
suggested that difficulties with the diagnostic categories in eating disorders may he 
alleviated by relaxing the diagnostic criteria for bulimia and anorexia so that they 
would take in more cases of atypical eating disorder, or altematively by taking a trans­
diagnostic approach, thus highlighting the high level of similarities between all eating
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disorders and encouraging researchers to investigate the treatment of all of these 
disorders. As noted above, however, trans-diagnostic approaches to the treatment of 
eating disorders have yet to receive empirical validation.
The length o f time taken to review NICE guidelines could result in clinicians 
using outdated treatments. The process of reviewing NICE guidelines begins four 
years after their issue, and the process of review can take up to two years, meaning 
that new guidelines may not be available for six years. Thus towards the end of this 
review cycle, the existing guidelines be considerably old, and interventions will 
probably have moved on significantly. For example, Fairbum et al. (2003) have 
proposed a trans-diagnostic theory and CBT treatment of eating disorders, which will 
undoubtedly be subjected to treatment trials in the future. In the meantime, NICE 
guidelines recommend CBT for the treatment of bulimia and binge eating, but there is 
little in the guidelines to recommend CBT in anorexia. Indeed, the treatments upon 
which the NICE guidelines are based are those published by Fairbum et a/. (1993). 
The use of Fairbum et al. ’s (2003) trans-diagnostic treatment would not be advocated 
by NICE as it has not yet been shown to be efficacious.
NICE fails to sufficiently acknowledge the limitations o f its guidance. As 
discussed above, NICE guidelines may not fit particularly well with people who 
present in clinical practice, and hence are a poor substitute for complex clinical 
decision making. NICE does acknowledge the context within which this guideline 
should be applied; “the guidance does n o t... override the individual responsibility of 
health professionals to make decisions appropriate to the circumstances of the 
individual patient...”, however this appears in the small print in the front of the 
guideline rather than in the main text. This would seem particularly important in the 
case of these guidelines because there are significant gaps in the recommendations 
that are being made.
Service user involvement has not been sufficiently addressed by NICE. NICE 
has made attempts to involve users of services and their representatives in the 
development of clinical guidelines. In this guideline this has meant that there has 
been the inclusion of one ‘patient representative’ in the guideline development group.
Essay 2. -  Professional Issues
43
as well as two representatives (chief executives) from the eating disorders association, 
a charitable organisation which aims to provide information to the public and to 
campaign for improvements in services for people with eating disorders (Eating 
Disorders Association, 2004). This is in comparison with the other 13 members of the 
guideline development group who are all practicing clinicians or academics. One 
service user out of 16 members of the guideline development group seems like a poor 
ratio that is unlikely to ensure that users views are heard, particularly when 
considering the considerable imbalances of power that exist between a single 
professional and a service user. Another way in which NICE includes the views of 
members of the public is through its ‘citizens council’. However, thus far the citizens 
council has been asked for its views on a limited number of matters confined to social 
values judgements, and in fact Dolan et a l (2003) have argued that the citizens 
council should not be allowed to concern itself with ‘technical facts’ and that the 
council “should be given guidance about what things are, and are not, relevant to 
answering those questions.” (p 919). Thus I believe that although NICE has made 
some efforts to incorporate the views of those who use services, it has failed to give 
full consideration to how this is done so that users are able to make their full views 
heard.
Conclusion
The NICE guidelines for eating disorders are rather limited in their helpfulness to 
clinicians, in particular given their failure to find sufficient evidence to make 
significant recommendations about treatment approaches except in the areas of 
bulimia and binge eating. In fact the guidelines raise more dilemma for clinicians 
than they resolve, in that they highlight the paucity of good evidence for effective 
interventions, and may leave the clinician trying to resolve opposition between clients 
choice and the limited evidence base. The methods which NICE apply raise dilemmas 
about what constitutes good research in psychotherapy, and has resulted in failure to 
consider aspects of treatment that are widely acknowledged as of high importance (for 
example motivation) and overemphasis on the evaluation of brand name therapies. 
Although NICE fails to sufficiently acknowledge the considerable short comings of its 
guidance and the dilemmas that this raises for practicing clinicians, it is hoped that the
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existence of these guidelines will help to stimulate debate about what can be done to 
best develop ways of helping people who present with eating disorders.
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The Problem based learning process began with a presentation of the aims and process 
of PBL, and the title for the exercise ‘the relationship to change’. From the beginning 
I struggled with the abstract nature of the task, and felt disconcerted by the lack of 
clearly define goals or outcomes.
We began with a discussion of our own experiences of the current transition to trainee 
psychologist, and left the first session having agreed to explore theory related to our 
experiences. By the second session, one member of our group had come up with the 
idea of creating a fictional case study, which would embody our experiences of the 
challenge of change. The group agreed with this idea, and I felt a sense of relief at 
having some familiar structure to work around. The use of this fictional case allowed 
us a safe way to share many of our own anxieties and struggles about our own current 
experience of change, that I think might not otherwise have been possible given the 
newness of our relationships with each other and with trainees, tutors and supervisors 
who would be attending the presentations. However with this decision there appeared 
to be a narrowing in the groups focus toward being very goal orientated, which I think 
may have sapped our creativity.
The narrowing of attention onto this case study approach then influenced our choice 
of a model of change. Our thoughts about our case centred on the role of insight in 
the therapeutic process, and this led us to select the assimilation model of change 
(Stiles et al. 1992, cited in Barkham et a l 1997). This model describes 8 stages of 
awareness and action through which a person will progress when affecting change of a 
problematic situation. As they move through these stages the person becomes aware 
of the presence of a problem and gains an understanding and formulation of it. They 
are then able to work through the problem and achieve a solution and eventually 
mastery of the situation. We used this model to allow us to bring together our 
knowledge and experience of two therapeutic models; gestalt therapy and cognitive 
behavioural therapy. Gestalt therapy was presented in the context of helping a client 
gain insight into their problems and arriving at an understanding of their experience, 
whilst CBT was presented as a way of working through and achieving solutions to the 
problem.
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Generally I felt the group came together quickly and worked together respectfully and 
equitably to achieve and effective response to the task. Tasks were assigned to each 
group member by agreement of the whole group, and were completed in a timely 
fashion.
When reflecting on the content of our presentation, I became aware that change came 
all too easily for Betty. A brief session with her therapists was all that was needed to 
achieve an understanding of her difficulties and then to bring about change in her 
beliefs and behaviour. Missing from our discussions and presentation was any 
consideration of what happens when change doesn’t occur, or doesn’t look like we 
expected it to. The books I have read about therapeutic approaches usually present a 
clean and simple story of the therapeutic encounter that is at odds with my experience 
with real clients. In these books, therapy continues according to the plan of the 
therapist, and goals are achieved in an efficient manner; when problems or setbacks in 
the process of therapy do occur they are solved quickly, and the work returns to 
schedule. Most importantly, in these books clients change! Of course it is of no use 
when trying to learn a new technique to hear the stories of clients who quickly 
dropped out of treatment, or who steadfastly return each session, but seem to remain 
in the same place. However, the result is that the intervention can appear to be a fail­
safe way of helping people achieve change. Current guidelines from the national 
institute of clinical excellence (NICE) advocate CBT as a main treatment for anxiety 
(McIntosh et a l, 2004) and depression (National Collaborating Centre for Mental 
Health, 2004), and CBT seems to be entering the wider consciousness of both 
professionals and lay-people as a panacea for any difficulty they may experience. 
Clients have often told me that they’ve heard CBT would be helpful for their 
particular problems, although they have little knowledge of the aims or techniques of 
this therapy.
Recent experiences have brought to me realisation of how fond I am of the idea that 
‘psychology will help you get better’. One lady, who believes that the devil is in her 
house, told me that she did not think psychology could help her with this distressing 
problem, as she saw it as having a spiritual basis. Her and my ideas about what 
change might look like are quite different; this lady would like to consult a medium
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for assistance with getting rid of the devil, whereas I would envisage working with 
this lady to examine and change these beliefs. However, I am aware that to impose 
my view of change on her would undoubtedly lead to her disengaging from working 
with me. I find her belief that psychology cannot help her change difficult to accept, 
and feel a strong motivation to work hard to engage her in working with me; I would 
find it difficult to agree not to work with her.
With another client who has experienced a number of depressive episodes over many 
years, progress seems slow, and his mood and depressive symptoms remain largely 
unchanged after 3 months. My supervisor notes that therapeutic successes are by no 
means guaranteed, particularly when working with depression, saying that when 
working with depression we should ‘abandon all hope of fruition’, in the belief that 
when we are able to let go of our need for improvement we can work more creatively 
and take more risk. On a conscious level I can agree with this and think that it should 
not apply only to depression. However, I will continue to struggle with a strong 
feeling that I should be able to provide successful outcomes at all times. The fact that 
none of the members of our group took up the idea of what happens if people don’t 
change, I think demonstrates our investment in the image of psychologists as 
professionals who help their clients change.
I think that we perhaps did an injustice to our future clients in ignoring in our PBL 
exercise the very difficult nature of changing. Everyone has experiences that remind 
us that it is easier to act in familiar ways than to try something new, even when we are 
unhappy with the familiar. Most models of therapy acknowledge the inherent 
difficulty of changing; particularly I am reminded of the conceptualisation in Schema 
Therapy (Young et a l, 2003) of early maladaptive schemas fighting, as though they 
are entities with their own will, against attempts to change them. This internal fight 
represents an important theme in therapy, but one that has thus far often remained 
unexplored in my interactions with clients. When a client is motivated and asking for 
help to change it is easy to be drawn along with their enthusiasm, however if  wanting 
to change something was all that was needed, then these clients would not need to ask 
for help, so I think it is important to keep in mind the questions about why it’s been 
difficult to change, to be able to communicate respect for those difficulties, to
PBL Reflective Account 1 -  ‘The Relationship to Change’
53
acknowledge that they will continue to be present in therapy, but to also give hope that 
they can be overcome. Prochaska and Diclemente’s (1982) model of pre­
contemplation, contemplation, action and maintenance stages of change represents the 
issues of motivation and barriers to change that are absent from our chosen model, the 
assimilation model (Stiles et a l, 1992, cited in Barkham et a l, 1996), which is more 
focused on the tasks involved in change.
In terms of the process of this PBL task, the aspect that has spoken to me most clearly 
is the way in which the group seemed to need to make the task more concrete and 
structured before we were able to work effectively on it. It seems to me that the major 
motivation in this was to impose structure and predictability, and the very early point 
at which we did this speaks of our discomfort with the abstract nature of our task. I 
have become aware in my placement of my strong urge to build a very clear structure 
around my interactions with clients as a way of feeling more comfortable. Structure is 
of course necessary, particularly in the time-limited assessments and interventions that 
we carry out in our work with the NHS, but that must be carefully balanced with 
allowing the interaction to flow freely, so as to avoid stifling development of the 
relationship with the client. I have a habit of taking copious notes, particularly in 
assessments, which can result in the interaction feeling stilted, and my appearing more 
distant and detached. My supervisor has encouraged me to experiment with ways of 
writing less, and listening and talking more with the client, and when I am able to do 
this I notice a difference in the quality of the interaction and the relationship that 
develops, however when I feel more anxious about situations I find myself retreating 
into note taking and being very structured, I think as a way of reassuring myself that 
there is something I can be doing, and something I know how to do.
I also notice that I try to put structure onto the therapy in terms of goals. In our PBL 
exercise, we found it easy to come to an early agreement about goals and how we 
could approach them; in clinical practice this is often less easy. Where clients haven’t 
identified clear goals, they may ask what I think goals should be, and it feels easy to 
make suggestion, but my ideas about goals are likely to fail to resonate with the clients 
experience, priorities and values. I have had the experience of trying to suggest goals 
to clients, who have agreed and have only discovered later, when we have moved
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down a path of working on them, that the goals don’t quite feel right for the client and 
we need to backtrack and redefine the focus of our work. I feel there is a need for me 
to develop my ability to be comfortable in a place of uncertainty, so that I can contain 
my clients’ anxieties about this and allow them a space to explore different potential 
goals. Likewise, I hope that our PBL group will be able to develop tolerance of 
ambiguous situations that will allow a deeper exploration of the problem before 
committing ourselves to a particular course of action.
In writing this I become aware of how differently I might approach this PBL task now 
after 4 months of placement experience. Certainly my view of what outcome can be 
expected in therapeutic interactions is changing as is my ideas about what is important 
to achieve in these interactions. The amount I’ve changed is quite a surprise, because 
the changes have been slow and quiet, and to a certain extent have gone unnoticed. 
This seems to hold a hopeful message; that in fact change is occurring all the time and 
so in any therapeutic relationship positive changes are likely to occur although it may 
not be as expected and may go unrecognised.
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In this reflective account, I will begin by introducing the ‘problem’ on which this 
exercise was based, and then offer some reflections about the approach our group took 
to solving that problem. Following this I will consider how the experience of a similar 
‘problem’ on placement has affected my thinking around these issues.
The ‘Problem’
This problem based learning (PBL) exercise was based around a case study of the 
Stride family. Mr and Mrs Stride have two three-year-old children, who have been 
placed in foster care following professional concerns that they were at risk in the care 
of their parents, and have been placed on the child protection register under the 
categories of emotional abuse and neglect. Mrs Stride has mild learning disabilities, 
and Mr Stride attended a school for children with special educational needs; Neither 
Mr nor Mrs Stride are able to read or write.
Mrs Stride has two children from an earlier marriage who were adopted, and she does 
not have any contact with them nor know their whereabouts.
Mr Stride has been physically violent to Mrs Stride, and the children have witnessed 
this. They live in conditions of deep poverty, and Mrs Stride struggles to understand 
the workings of the second-hand domestic appliances that they have. Social services 
staff have been most concerned about physical neglect of the children, and have tried 
to engage Mr and Mrs Stride in parenting classes, but do not feel that this has been 
successful.
Social services would now like to place the children with adoptive parents, however 
Mr and Mrs Stride are desperate for their children to come back home.
In terms of diversity, it is clearly difficult to fully appreciate the demands involved in 
raising a family when I do not have children. Also, the stride family live in conditions 
of considerable poverty which is at odds with my own experiences, and they have not 
had the same experiences of education that I have.
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Solving The ‘Problem’
I do not think that anyone in our group had prior experience of child protection 
hearings, and so our first task was to find out about the processes and procedures 
involved. Reading government guidelines (‘working together to safeguard children’. 
Department of Health, 1999) gave us some ideas about how this process should take 
place, however, upon speaking to colleagues working in child protection, it became 
clear that our expectations might not match the realities.
We developed in our group a shared image of a child protection hearing, that would 
involve the presentation of evidence by expert witnesses. Each witness would be an 
expert in a particular area of importance for this case; the developmental needs of 
these children, in terms of cognitive development and attachment, the effects of 
witnessing domestic violence on children, and issues pertaining to people with 
learning disability as parents.
As we became immersed in the PBL exercise, our thoughts and discussions turned 
frequently to concerns about the risks of these children coming to harm if returned to 
their parents care, and how best these risks could be minimised or preferably 
eliminated. It was only with the intervention of our groups facilitator that we were 
prompted to take a step back from the concerns, and to start to consider what would 
best facilitate these children’s development.
One of the expert witnesses gave evidence about the abilities of people with learning 
disabilities as parents, the need for support for this group of people to help them to 
fully realise their potential as parents, and about the frequent failure of statutory 
services to provide appropriate support to this group. However, despite this witness’s 
passionate advocacy, I feel we failed as a group to give sufficient thought to the needs 
or wishes of the parents, instead being continually pulled back to the concerns about 
neglect and abuse of the children. The government guidance (Department of Health, 
1999) emphasises that wherever there are concerns about children’s welfare, the needs 
of the children must be held as paramount, and that the duty to promote children’s 
upbringing within the family is secondary to this. Because of this, I think it is likely
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that the needs and wishes of parents in cases like this will only be considered once 
issues of risk and protection have been explored, and this may result in professionals 
holding an attitude that their job is to protect the children, and if parents would like to 
have their needs and wishes met, then it is up to the parents to bring themselves up to 
the required standard. This is unfortunate, because it is in cases like this that have 
reached the level of concerns about child protection, where parents need most support. 
However, the heightened concern about placing the child’s welfare first means that 
they will be less likely to get that support which they need.
The Reality of a Child Protection Case
During my children and families placement, I attended a child protection hearing with 
my supervisor.
My strongest reaction to this experience was a realisation of how very different this 
felt when it was a real case, and not just a classroom exercise. Although I had noted at 
the time of the PBL exercise that the quality of this exercise must be very different 
from the emotive reality of working with such a case, I do not think I fully realised the 
emotional power that such a case could hold over me, even though I have no prior 
involvement with the case that I was observing. I felt that there was a great deal of 
anxiety in all those present at the hearing that the children involved should be 
protected and that the outcome of the hearing should be the correct one.
There were representatives here from a number of different services including social 
services, the children’s school, the family centre that worked with this family, as well 
as the child and adolescent mental health service. Each representative held some 
different information about the case, and had their own particular concerns which they 
wanted to have addressed by the hearing. As a result, as we moved from person to 
person hearing their reports and particular concerns, there failed to emerge any sense 
of coherence or overarching priorities, and it did not seem possible to reach any 
agreement over what were the major issues that the hearing should be concerning 
itself with. Whilst this was confusing and difficult to follow for myself, I can only 
assume that it would be quite bewildering for the mother of these children, sitting
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alone in the hearing, listening to a list of concerns that the professionals around her 
would be expecting her to correct. That she was outnumbered nine to one by 
professionals must make it difficult to keep up with the proceedings, even before the 
effects of the high level of anxiety she must be feeling, and the pressure she must feel 
because of the high importance of the outcome of the hearing that would rest on her 
ability to convince professionals that she was able to keep her children safe and well. 
The chair of the meeting clearly worked hard to support this lady by maintaining as 
much clarity as possible about the order in which particular areas would be covered, 
keeping the meeting confined to the particular area under consideration at that time, 
and ensuring that professionals took turns in speaking. Also he made efforts to check 
her understanding and how she was coping with the process. However, the chairs role 
was in fact to conduct the hearing in a fair and impartial way, and his ability to 
support the mother was clearly curtailed by this responsibility. The mother had not 
been able to bring another person to support her and advocate for her, and I think this 
was unfortunate; I was left wondering to what extent this lady had been encouraged 
and supported to find someone who would be able to fulfil this role, and to what 
extent it was her own choice to attend alone.
I experienced a strong feeling of compassion for this mother, who already faced with 
the difficult task of raising three children by herself, now had the added pressure of 
being under the scrutiny of a child protection hearing. We have been encouraged in 
teaching on this subject to consider how it would feel to have your family in the 
‘goldfish bowT of professional scrutiny, and to consider how this added pressure is 
likely to further impact parents ability to achieve the standards in parenting which 
they have been deemed lacking. This was really driven home to me at this hearing by 
the way in which this mother was required to cooperate with the hearing by laying 
open to a group of strangers all aspects of her life as legitimate areas for discussion, to 
include what and when she feeds her children, who has contact with or looks after the 
children, who she herself has contact with, how often had the children suffered illness, 
and what had been her way of dealing with this. That she was able to tolerate what 
must have been an uncomfortable and intrusive experience was a great credit to this 
lady, and, I think, a strong demonstration of her commitment to caring for her
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children, and to meeting the standards set by social services that would allow her to 
continue to do this.
Once again, it is important to note the differences between myself and this lady; 
although I can suppose that she is faced with a difficult task in raising children alone, 
this is beyond my personal experience, either as an adult (I do not have children), or as 
a child (I was not raised in a single parent family).
In our PBL exercise we had cast our role play with psychologists each expert in their 
particular field, who had taken considerable time to assess the children who were the 
subject of the proceedings and to prepare reports of their findings. That they were 
expert witnesses also implied that they were impartial, brought in solely to consider 
what course of action would best meet the needs of the children. In reality, reports 
had been prepared, sometimes hurriedly, by members of the network of professionals, 
who were working with the family to help them overcome their difficulties, were in a 
position of enforcing standards about the care of these children, or who were in both 
of these positions. Professionals may have had difficulty getting to spend significant 
time with the children and family, both because of pressures on their time as 
professionals, and because of limited willingness from the family to engage with those 
professionals.
Additionally, I felt there was, poor clarity regarding the roles and remit of each 
member of the professional network; some professionals at the hearing seemed to feel 
at ease commenting on a wide variety of issues which were beyond their professional 
expertise, and were little more than personal opinion. Conversely there were 
professionals who appeared more reluctant to hold onto expertise in any areas. I think 
this is a particular difficulty for most of the profession of clinical psychology, because 
of the multi-faceted nature of the role of clinical psychologists, and because we are 
used to working with hypothetical formulations of difficulties, and so are 
uncomfortable with stating anything with certainty from an expert position (although 
the psychologists in our role play were ‘expert’).
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Conclusion
Our groups approach to the PBL task was perhaps quite naïve and idealistic. I do not 
think that any sort of exercise could be sufficient in simulating the realities of working 
with issues of child protection. I think, however, it is not a bad thing to have taken an 
idealistic approach in this task, because this can help to expose the difficulties and 
frailties of the system that has grown up to fulfil the demanding needs of protecting 
and safeguarding children.
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The ‘Problem’
Mr Khan is a 72-year-old gentleman, who migrated from Pakistan to the UK about 40 
years previously. He has two daughters, both bom in the UK. Mr Khan lives alone 
after his wife died of cancer 9 months previously.
Mr and Mrs Khan have 2 daughters. Shazia, aged 42 had an arranged marriage to a 
Pakistani man, and lives with her family in Pakistan. Her husband is a shopkeeper, 
and they have three children. Maya, aged 40 is married to a European. They are both 
journalists, and have no children. Her family disowned maya when she married, and 
she had no contact with her father until her mother died 9 months ago.
Maya is concerned that her father is suffering from short-term memory problems, for 
example he has left kettles and saucepans on the stove and they have boiled dry. He 
has been neglecting himself physically, has lost weight, and has been eating out of 
date food. Also, Mr Khan had disagreements with his local Mosque about the way 
they responded to his wife’s death. He has stopped attending the Mosque, but 
continues to pray at home. Maya has contacted social services and is asking her sister 
to come from Pakistan to help sort out her fathers care.
Solving the Problem
As a group we began by discussing our own reactions to the problem. Our first 
meeting was filled with our thoughts, associations and curiosities. One member of the 
group was taking annual leave at this time. Another group member shared her 
observation that we had always previously approached group exercises in a way that 
brought early focus to the end product, and it was agreed that we would on this 
occasion attempt to maintain a longer engagement with the case material, and resist 
that urge to quickly find a solution.
At the second meeting (one of only two meetings with all members present), we 
further discussed the case, and conducted a role-play in an attempt to explore our 
identification with the experiences of the different family members. This helped us to
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think ourselves into the differing concerns and beliefs held by each family member, 
but also brought into sharp focus the different assumptions that each member had 
made about the case. For example, in my mind, Mr Khan had been the main 
protagonist in disowning his daughter Maya, whilst Mrs Khan had disagreed, but had 
fallen in line with her husband’s beliefs. It was clear in the role-play however, that 
other group members believed that the move to disown Maya had been made equally 
by the whole family. Likewise, another group member clearly privileged Mr Khan’s 
religious beliefs in his reluctance to accept help in a way that had not previously 
occurred to me. The group discussed how our beliefs and past experiences coloured 
our assumptions and judgements about the case.
As the second meeting drew to an end we began to think in terms of developing a 
number of different theories to explain Mr Khan’s difficulties. These could be 
summarised as follows.
Mr Khan has recently been bereaved; his difficulties can be understood in terms of his 
reactions to the bereavement. Additionally, this loss means that he has had to take on 
tasks that may not have been a part of his role previously, e.g. cooking, washing 
clothes, cleaning, and he lacks the skills to complete these effectively.
Mr Khan may have become depressed following the loss of his wife. His difficulties 
may be understood as symptoms of a depressive illness. He lacks the motivation to 
care for his physical needs properly, and his memory and concentration is affected.
He is also withdrawing from social contact.
Mr Khan is showing changes associated with a normal aging process. His health is 
deteriorating with age, as is his memoiy. He may be less able to obtain nutrients from 
his food, and as his heath deteriorates he has less energy to complete daily activities.
Mr Khan is showing early signs of dementia. His difficulties with memory and 
concentration are a symptom of an illness that is causing his brain to deteriorate. He 
is losing skills he once had, leading him to neglect his personal care, and resulting in 
deteriorating physical health.
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Following this meeting, I took annual leave, and the rest of the group continued to 
work on the task. When I returned from leave, the group had divided tasks and each 
member had worked on researching and developing the above theories. Reflecting 
back to the early group sessions, and the role play we had conducted in particular, the 
group discussed the different stories we might each tell about the Khan family’s 
experiences and worries, which led to a decision to take a narrative approach in our 
final presentation.
This approach is based around the stories people tell about their lives, and is 
particularly concerned with the problems that can arise when a negative story, 
particularly a story developed from limited information (a thin description) comes to 
dominate someone’s life. In narrative therapy, therapists aim to take a curious, 
respectful and non-blaming stance, asking about other aspects of a person’s life that 
may help to develop alternate stories. One tool used in narrative therapy is 
‘externalising conversations’, where problems are named and characterised outside of 
the person, and the person and those around them are invited to use their strengths and 
resources to tackle the problem (Morgan, 2000).
We developed a presentation in which this externalising style was used to characterise 
the different stories we had developed about the Khan family’s situation.
It was noted by our group facilitator that our presentation lacked any representation of 
the story that Mr Khan would choose to tell. I agree that this was a shortcoming in 
our presentation, and we could add to this the missing voices of other family 
members. I wonder if we avoided these voices as a way of not thinking about the 
difficult and upsetting times that may have faced Mr Khan and his family in the 
future, and so to avoid thinking about the impact that similar situations would have on 
us were we faced with them (as undoubtedly we will eventually be). I think this 
warns that we should not become so engrossed in attempts to explain the causes of 
particular problems that we become disconnected from the distress that people 
experience. I have certainly found some past experience of working with people with 
memory difficulties distressing, particularly where the outcome of our work has been
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a likely diagnosis of dementia. In this situation, I think I have felt the urge to 
intellectualise so as to avoid distressing feelings, and so would neglect the need of the 
person to have their distress heard and validated
Reflections on the Exercise
Caricatures o f Diversity and Culturally sensitive practice
The title of this PBL exercise was ‘working with older people’, although the 
introductory document also bore the name ‘migration’, and the case clearly invites us 
to consider the difference in cultural, ethnic and religious background from our own. 
Unfortunately, I felt the case merely represented a well-rehearsed caricature of the life 
of ethnic minorities in Britain (arranged marriages, disowning family members for not 
having arranged marriages, men speaking English whilst women do not, falling out 
with the Mosque and becoming isolated). I am certain that not all Muslim families 
would have experience of disowning family members because of disagreements about 
marriage, and also that many white families may have experienced becoming 
estranged from members of their families because of similar disagreements. The 
Department of Health and The Social Services inspectorate (1998) note that the needs 
of ethnic minority elders are the same as white elders, but also suggest that these 
needs may need to be met in different ways, and that specific services for ethnic 
minorities may be needed.
I believe that something important can be lost in the drive for culturally sensitive 
practice -  the fact that all individuals have different needs that are best met in 
different ways; So whilst we should not be blind to the cultural and religious needs of 
minority groups, we must also ensure that attending to these needs does not blind us to 
the unique needs of individuals.
Working in fragmented teams
The NHS increasingly emphasises team approaches. As noted above there 
were only two occasions in this exercise when all members of the group were present; 
additionally, there wasn’t one group member with overall responsibility for the 
exercise. Working within a team towards a common goal presents a number of
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challenges. Team working can take up a certain amount of time in terms of the need 
to meet to plan and allocate work, which has been difficult here because the group was 
fragmented through absence. Throughout all the PBL exercises, we have always 
managed the demands of team working by allocating tasks to each member that can be 
carried out independently. I think we have progressed through the course of the 
exercises in our ability to work independently, and to trust that other members would 
do the same. As we have developed together as a group we have been able to devote 
less time to bringing together each members contribution and ensuring that we all 
agree. A contrary experience on my placement demonstrates the importance of 
coming together as a complete group to develop a shared understanding and vision for 
a project. I am leading a group audit project, but the whole team have been unable to 
meet, and this leaves me carrying a heavy load of trying to pull together different 
ideas from team members. I am discovering that in this situation the potential for 
miscommunication and misunderstanding is large. This then speaks of the importance 
of making every effort to bring teams together regularly to maintain good 
communication.
Difficulties o f  differential diagnosis
Finally, this exercise recalls the difficulties of producing definitive 
explanations of people’s difficulties, and the distinctions often drawn between 
formulation and diagnosis. Before I began clinical psychology training, I worked as 
an assistant psychologist with a community mental health team for older people. At 
the time the National Institute for Clinical Excellence (NICE) had recently approved 
acetylcholinesterase inhibitors for the treatment of mild to moderate dementia. A large 
part of my work was carrying out cognitive assessments in a memory clinic. I 
remember feeling helpless in response to clients and carers desire for a definitive 
answer to what was wrong, when we could often give no such answer. We would 
often be left waiting to reassess in a year or two, with or without medication.
Current updated guidelines (NICE, 2006) now recommend use of acetylcholinesterase 
inhibitors only in moderate to severe dementia, although they also still emphasise 
early diagnosis and monitoring. Recommendations for mild dementia now take the 
form of non-pharmacological interventions such as cognitive stimulation groups. I
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have not yet started my older adults placement, and wonder what my experience will 
be of diagnosis of dementia and differential diagnosis of memoiy problems in services 
where there is decreasing flexibility in terms of the treatments made available to 
people who attract a diagnosis of mild dementia.
Conclusions
This PBL Exercise has been useful in underlining the difficulties that I have 
experienced in the past and would expect to experience in the future in working with 
people where a diagnosis of dementia is probable.
In terms of the issues of diversity included in this exercise I feel that the case 
presented was a stereotypical representation of the experiences of ethnic minorities in 
the UK, and feel concerned that this approach to the needs of minority groups can help 
to obscure the appropriate assessment of the individual needs of individuals.
Finally, our group, despite resisting this, has fallen into our usual approach to handling 
group tasks. This is perhaps no bad thing; it is after all quite a tried and tested method 
for us. It is not always necessary to avoid accustomed working practices simply 
because they are accustomed, or “if it ain’t broke, don’t fix it”.
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The Case Discussion Group (CDG) referred to in this account is formed of five trainee 
clinical psychologists, and one clinical psychologist (group facilitator).
Formation of the CDG
The process of forming the CDG and factors which led to the formation of a cohesive 
group were considered.
Case Discussions
The way in which the group responded to case presentations with practical advice 
giving is outlined, and my experience of this process is considered.
Roles
The section explores the emergence of the group facilitator in the leadership role. 
There is also discussion of the emphasis in the group on instrumental rather than 
emotional support.
Finally there is a consideration of the interdependence of group members and the 
tendency for competition in the group.
Influence on Clinical Practice
The group has helped me to reconsider aspects of my clinical practice that I had taken 
as given. The group has been helpful as sharing a pool of different knowledge and 
experience, and consideration is given to how this knowledge and experience has 
impacted upon my practice. The relative impact of others on my clinical practice 
(lecturers, placement supervisors, etc.) is also considered, as is the use of the CDG to 
integrate this different sources of development.
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Strengths and Weaknesses of the Approach Taken by the CDG
Strengths and weaknesses of the groups approach are considered. Weaknesses include 
the tendency for instrumental support, focus on a single (cognitive behavioural) 
therapeutic model. Strengths include the equality enjoyed by all group members, and 
the ability of the group to stimulate thinking and challenge assumptions. Members 
have also been able to share a wide range of knowledge and experience.
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This account focuses on how the case discussion group has helped me to explore 
issues of disempowerment.
The issue of power disparities in therapy has been privileged throughout our training, 
and it was surprising therefore that the CDG did not appear to engage strongly with 
issues of disempowerment. Potential explanations for this are noted.
Issues of disempowerment are traced through a number of different relational 
contexts.
Firstly, my placement working with people with learning disabilities placement 
highlighted how people can be disempowered by the services that are supposed to 
help them, as well as by societal attitudes in general. I was particularly frustrated 
when the services that I worked in were the ones that disempowered, and it is noted 
with disappointment that I was not able to use the CDG to explore this as fully as I 
would have liked.
Secondly, issues of power were explored in the CDG in the context of us as trainees 
developing as autonomous practitioners, and our changing relationships with clinical 
supervisors as we did so. This was a particular area of strength for the CDG, who 
were able to offer support to a member who was experiencing particular difficulties in 
their relationship with their clinical supervisor.
Thirdly, issues of power between trainees and course team members is discussed.
My own contribution to the CDG is explored. In particular it is noted that I found it 
more difficult to make my voice heard in this group, and this is explored in terms of 
my feelings of limited knowledge and experience in my clinical placements and 
associated theoretical models during this year.
Finally, the ability of the group to deal with issues of diversity within the group is 
considered, particularly with regard to issues of gender.
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Referral and Presenting Problems
Brian, age 27, was referred to the Community Mental Health Team (CMHT) after 
being brought to Accident and Emergency by Ambulance. Brian was discovered late 
at night unconscious in the street. He had drunk 10 pints of lager and taken ecstasy. 
Medical staff noticed that he had fresh self-inflicted cuts and cigarette bums on his 
arms, and requested a psychiatric assessment.
Assessment
Brian was initially referred for in-patient alcohol detoxification. I met Brian after he 
successfully completed his detoxification. Brian said that his main problem was 
abusing alcohol. His drinking had become a problem after leaving university, and 
worsened in the past two years.
During this two-year period he had not made any effort to stay in contact with his 
friends, also his drinking had deprived him of opportunities to form new relationships, 
and he became very isolated.
At university he had formed close friendships that had previously been absent from 
his life. His relationship with his mother was always close. She had treated him as a 
companion and confidant. His relationship with his father was less close, and they 
argued a lot.
Brian reported that he had started harming himself at age thirteen to cope with feelings 
of loneliness and emptiness.
Risk Assessment
Since he had completed detoxification Brian was taking anti-epileptic medication as 
prescribed and had not cut or burned himself. He had moved back with his parents, 
who he felt were supportive. He had regular contact with myself and other members 
of the CMHT and access to the Crisis telephone line.
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Initial Investigations
On the Beck Depression Inventory, 2"‘* Edition (BDI-II). Brian’s score at assessment 
was 24, placing him in the moderate depression range.
Theoretical Model
My supervisor introduced the model of Interpersonal Psychotherapy of Depression 
(IPT) (Klerman et a l, 1984) as a way of conceptualising Brian’s difficulties of 
isolation and loneliness.
Bowlby (1969) proposes an innate tendency for humans to seek attachments. People 
of all ages are likely to be vulnerable to impaired interpersonal relationships if strong 
attachment bonds are not formed early.
Attachments are thought to be represented in internal models of self and others. In 
insecure attachments the model may represent others as unavailable or uncaring, or 
the self as undeserving of care or unlovable.
Main and Hesse (1990) suggest a link between unresolved parental trauma and their 
babies developing a disorganized attachment. When the ‘disorganized’ child is 
distressed, they are caught in an irresolvable dilemma because they can neither turn 
towards the parent for support, nor turn away and distract themselves. Dozier et a l 
(1999) draw a link between these unintegrated internal models and unintegrated 
attentional and behavioural processes in borderline pathology.
Formulation
I thought Brian was very precious to his parents who had seen him as delicate, and 
been very protective. Brian’s mother may have experienced Brian as a reminder of 
her lost baby (his older brother who died at a very young age), activating her grief. 
Brian may have developed a disorganised attachment, which left him unable to form 
normal relationships. In his childhood, Brian’s Father was often absent. Not only had
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this deprived him of a different attachment relationship, but also meant he had been a 
companion to his mother. Bowlby (1988) suggests that such role-reversal is linked 
with failure of the child to make relationships outside the family.
He formed friendships at university, but these were never able to measure up to the 
close relationship with his mother. After leaving university, he did not attempt to 
maintain his friendships, which he saw as shallow, or to form new friendships. It is 
possible that Brian avoided intimate relationships because of a fear of role reversal, 
however his lack of friendships left him lonely and depressed.
Action Plan
I agreed to meet Brian fortnightly for 16 sessions with the aim of working to widen his 
social network and interactions.
Intervention
We began our work by reviewing Brian’s past relationships. Because Brian had 
expressed concern that he did not know how to strike up new friendships, I was 
particularly interested in how he formed friendships at university. He said that he had 
always formed intense relationships, and found it difficult to feel any connection to a 
person where their relationship was more casual
Through these early sessions, Brian had begun attempts to expand his relationships 
but made little progress at this time, and he began to question whether it was 
necessary. He thought his worries about loneliness were excessive, and in fact maybe 
he did not need lots of social interaction to be happy. I discussed that social 
attachments were important for all people, and further exploration revealed that the 
main reason for his avoiding new social contacts was that he feared rejection, which 
would lead back to drinking.
Brian began to miss appointments, and eventually expressed a wish to terminate 
therapy. At our final appointment, Brian reported he had been doing well, and was
Summary of Adult Case Report 1.
81
starting to take part in social interaction at work. He had still not made specific efforts 
at forming relationships, and said that he felt he knew what to do and ‘just needed to 
get on with if .
Outcome
At our final meeting, Brian’s score on the BDI was fourteen; moving from the 
moderate to minimal category. Additionally, he had abstained from alcohol and self- 
harming.
Evaluation
My initial formulation of Brian’s problems has not changed significantly. Working on 
exploring and expanding Brian’s social networks has helped improve and stabilise his 
mood and he said this has been a useful way to conceptualise his difficulties 
It is possible that Brian’s decision to terminate therapy early is repeating previous 
patterns of breaking off relationships that are unable to offer a high level of intimacy.
Overall, I felt satisfied with our sessions together, and proud of Brian and the changes 
he made. I felt hopeful that he would continue working at the changes he had begun 
in our therapy, and would develop robust supportive relationships.
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Assessment
Roger was referred to the CMHT by his GP. He complained of feelings of 
detachment and isolation.
Roger said he experienced a sense of detachment and isolation from all events in his 
life. He experienced these symptoms continuously, and that there was no variation in 
their severity. He found it difficult to motivate himself, and complained of problems 
with concentration. He thought the problems were signs he had a brain tumour or had 
suffered a brain haemorrhage. He had visited a neurologist privately, who said that 
there was no possibility that he had a brain haemorrhage or tumour, but this failed to 
fully reassure him.
Risk Assessment
Roger had not attempted to harm himself previously and denied any thoughts of doing 
so.
Initial Investigations
Roger completed the following measures at assessment. The Cambridge 
Depersonalisation Scale (CDS) (a self report scale which comprises 29 items which 
describe the clinical components of depersonalisation). The Beck Depression 
Inventory, 2"  ^Edition (BDI-II) and The Beck Anxiety Inventory (BAI).
Rogers scores were 115 on the CDS, placing him well above the cut-off for 
depersonalisation disorder, 29 on the BDI-II, placing him in the severe depression 
range, and 17 on the BAI, placing him in the mild anxiety range.
Theoretical Background
DSM-IV classifies depersonalisation disorder as a dissociative disorder, whereas ICD- 
10 categorises depersonalization-derealization syndrome as a separate neurotic 
disorder. Hunter et al. (2003) suggest that although there are some dissociative
Summary of Adult Case Report 2.
84
features of depersonalisation, there are many aspects which are not in keeping with the 
other dissociative disorders. They suggest that depersonalisation disorder would be 
better conceptualised as an anxiety disorder. They note the existence of cognitive 
symptoms in depersonalisation similar to those experienced with anxiety, such as 
mind racing, poor attention and concentration, and mind emptiness. The 
conceptualisation of depersonalisation disorder as an anxiety disorder is important 
because cognitive-behavioural models of anxiety and well developed (more so than is 
the case with dissociative disorders).
Formulation
Roger began experiencing depersonalisation in the context of panic attacks at around 
the time he began negotiating a recording contract. Although Rogers panic attacks 
resolved quickly, he continued to experience depersonalisation. Rather than making 
situational attributions (T feel this way because I am anxious about the recording 
contract’) Roger attributed his symptoms to some serious brain damage or mental 
illness.
The catastrophic attributions that Roger made for his depersonalisation would lead to 
an increase in anxiety, and this in itself intensifies and maintains the experience of 
depersonalisation.
In addition, Roger employs a number of coping strategies. These serve to maintain his 
symptoms. Avoidance of going out and social situations denies him the experience 
that might allow him to test out situational attributions for his symptoms. Also this 
avoidance meant that he was becoming increasingly isolated. Constant monitoring of 
his symptoms results in an increased likelihood that Roger will detect signs of 
depersonalisation. Finally ‘acting normal’ is likely to further increase Roger’s sense 
of detachment, because his actions are based on what he expects others are thinking, 
rather than his own experience of situations.
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Coping Responses
(Maintaining Factors)
Avoids social situations.
Monitors symptoms
Reassures self 
continuously
A
Triggers
Anxiety about getting 
record contract.
Panic Attacks
Depersonalisation
Symtoms
Hardwired brain response 
to defensively damp 
down anxiety.
Catastrophic
Attributions
I’ve got a brain tumour
I’ve had a brain 
haemorrhage.
I’m going mad.
Increased Anxiety
Figure I: Cognitive behavioural formulation of Rogers difficulties. Based on Hunter 
et ah (2003)
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Intervention
Psycho-education
I provided Roger with basic information about depersonalisation, and 
introduced a basic cognitive-behavioural model in terms of a discussion of the 
interconnected nature of environment, thoughts, emotions, physical responses and 
behaviours (Padesky and Greenberger, 1995). I also explained a cognitive- 
behavioural model of depersonalisation disorder (Hunter et a l, 2003)
Challenging catastrophic attributions
Catastrophic attributions about the cause of depersonalisation experiences 
occupy a central role in this model. Roger’s primaiy explanation for his difficulties 
was that he had suffered a brain haemorrhage or else had a brain tumour. Roger did 
acknowledge that it was possible he did not have any sort of brain damage, and that 
this cognitive-behavioural model did offer an alternative explanation.
Reducing avoidance and dropping safety behaviours
I planned behavioural experiments with Roger with the aim of reducing his 
avoidance of social situations. He admitted that he had become quite fearful of 
socialising, and tended to avoid doing so. Roger said he would arrange to go out with 
friends, and would attempt to observe his thoughts and feelings, and would bring his 
observations for discussion to our next meeting.
At our next meeting Roger reported an almost complete improvement in his 
symptoms. He had gone night-clubbing and on his way home he thought about his 
current experience of feeling ‘spaced out and distant’, and realised that it had not been 
uncommon for him to feel this way in the past, particularly on his way home from a 
night out, but previously, he would have presumed the experience to be caused by the 
effects of drinking and tiredness. He had not been significantly distressed by 
symptoms of depersonalisation in the week that had since passed, although he had 
noticed that he felt depersonalised for short periods of time.
Summary of Adult Case Report 2.
87
Outcome
At our final meeting Roger reported that he had not experienced significant periods of 
depersonalisation in the past three months. He did have short episodes of 
depersonalisation, but would attribute these to factors such as tiredness, or spending 
too long working alone on his computer. He had continued to socialise with friends 
and said he felt that this was helpful.
At our final appointment, his score on the Cambridge Depersonalisation Scale was 26. 
( reduced from 115 at assessment). His BDI score was 5 (minimal depression, 
reduced severe), while his BAI score was 7 (normal, reduced from mild anxiety).
Evaluation
The outcome of this piece of work has been a very successful one, with an almost 
complete resolution of Roger’s symptoms.
The main basis for my formulation was that the catastrophic attributions that Roger 
made for his symptoms. This part of the formulation was supported, in that Roger’s 
recovery followed his realisation that situational attributions for his experiences were 
valid.
Although there were some difficulties in selling a psychological model to Roger, we 
were able to develop enough shared understanding to enable him to achieve a 
successful outcome.
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Referral And Presenting Problems
Martin and his family had been known to the team for about four years. I was asked 
by Martin’s key worker to meet him with a view to offering some individual sessions 
to help him manage his anxiety about school.
Assessment
I discussed the case with Martin’s key worker, who summarised some of the main 
issues for the family. Martin’s parents have experienced marital discord for many 
years; they have discussed separating, but have not done so. Martin worries a lot about 
the possibility of his parents separating.
In terms of schooling, Martin has experienced seven school moves and has been 
attending his current school for two terms. School moves have generally been 
prompted by his being unhappy, sometimes because of bullying, or because he feels 
overwhelmed by pressures placed on him at school.
Martin experiences a lot of anxiety and stress when he attends school. He worries that 
something bad will happen at school; in particular he fears he will get told off for 
forgetting homework. At school, he finds being in large groups difficult, because he 
thinks he doesn’t know how to act, or because he finds being in a noisy class difficult 
for fear they will all get into trouble.
After school he worries a lot about homework, and contacts fi*iends by email to ensure 
that he hasn’t missed any piece of work; on some occasions he has asked his father to 
contact his teachers to check what homework has been given.
When I asked about positive aspects of school, Martin told me he found drama very 
enjoyable, and indeed it seemed that he excelled in this area; Additionally, he has a 
group of close friends at school, and enjoys talking with them at break times.
Martin also raised worries about his family life. He described frequent arguments 
between his parents, and he worried about his father’s mood. He said his sister was
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also depressed much of the time. Martin had taken responsibility for resolving his 
parents marital problems.
Risk Assessment
Martin does not think about doing anything to harm himself. There are risks for 
Martin in terms of not having his needs met by his parents, which are managed by 
contact with services.
Initial Investigations
Martin completed the Spence Children’s Anxiety Scale (SCAS) (Spence, 1994). His 
total score exceeds the mean for clinically anxious children.
Theoretical Background And Formulation
Kearney and Silverman (1996) have developed a model of school refusal behaviour 
that focuses on the function of the behaviour; four functions of school refusal are 
outlined; avoidance of stimuli that provoke negative affectivity, escape from social or 
evaluative situations, attention seeking, and Pursuit of tangible reinforcement outside 
school.
Martin’s difficulties fit best into the second of these categories, escape from social and 
evaluative situations. He feels anxious about being in large groups of people, and 
worries about getting told off by teachers. Appropriate interventions for this type of 
school refusal include psycho-education, cognitive restructuring, and behavioural 
exposure. A cognitive formulation of Martin’s difficulties is presented.
Early Experiences
Key factors which predisposed Martin to develop difficulties with school 
attendance probably includes his parents’ attitude towards education and the position 
that Martin has taken in the family of trying to fix difficulties in his parents 
relationships.
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Critical incident
The critical incident that has triggered Martin’s current school phobia is most 
likely his experiences of teasing and bullying at his previous school.
Maintaining factors
Currently he has negative automatic thoughts about forgetting homework and 
so getting into trouble and being told off, and about being under high levels of work 
pressure at school. He experiences attentional biases; he only notices when lessons 
are stressful, and does not remember lessons he has enjoyed. In terms of behaviours, 
he avoided attending school in the past, and currently avoids on occasion. He also 
engages in avoidance at school by getting permission to study independently in the 
library instead of attending lessons. The safety behaviours that he uses are working 
very hard on his homework and having his father check it before it is handed in. Also 
emailing friends and having his father email the school to check that he has all the 
homework.
Intervention
Psycho-education
I began by outlining a cognitive model of anxiety, and explaining how this 
model could be used to understand Martin’s anxieties about attending school.
Exposure
When I met with Martin he was already attending school, although he did miss 
days quite often. I praised Martin’s current attendance and explained that it was very 
important that he continue to work hard at getting into school every day to help him 
reduce his anxiety.
Cognitive restructuring
Thought diaries and flash cards were used to help challenge negative 
automatic thoughts about school attendance.
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Behavioural experiments
I introduced the use of behavioural experiments to martin and his parents to 
help him reduce some of the safety behaviours he engaged in.
Outcome
Martin thought he had improved a lot in his ability to manage his feelings about going 
to school, although he still found it a big struggle a lot of the time. He said he felt 
more hopeful about his future ability to cope with school. His SCAS had reduced only 
slightly, and remained above the cut-off for significant anxiety.
Evaluation
I think this piece of work has been successful in helping Martin to learn some 
techniques to manage his anxiety. Martin had worked hard at learning and practicing 
these techniques, and had begun to experience some benefit from using them. I felt 
that a good therapeutic relationship developed between Martin and myself.
A weakness in this work has been the failure to address in any detail the difficulties 
that are apparent in the family relationships at home. I felt that it was beyond the 
scope of the limited number of sessions that we would have to try to tackle this.
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Background And Referral
Mark is a 60-year-old gentleman with a learning disability of unknown origin; he is 
also said to have a diagnosis of Aspergers syndrome.
Mark was first referred to the community learning disability team six years ago 
because of concerns about Mark’s self-care. He was assessed at this time and the 
conclusion was that Mark’s performance on cognitive assessment was indicative of a 
deficit in frontal-lobe functioning.
When Mark was re-referred there were renewed concerns about his self-care, as well 
as concerns regarding his vulnerability to financial abuse.
Assessment
I began by meeting with the manager at the supported home where mark lived. He 
outlined some recent incidents involving mark, that had given them cause for concern. 
Mark said that his physical mobility was worse, but denied any problems in self-care. 
When asked about recent incidents described by the home manager he did not express 
concern, and indeed seemed to find some of the incidents funny.
Neuropsychological Testing
WAIS-IIIUK
This is a tool for the assessment of intelligence in adults provides Intelligence 
Quotient scores, summarising overall achievement (full scale IQ) and verbal and non­
verbal (performance) achievement. Reliability and validity for this measure are 
discussed.
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Current Performance. Mark’s performance on the WAIS-III UK produces a 
full scale IQ of 74, with 95% confidence interval of 70 -  79. The difference between 
his verbal and performance IQ scores is not significant, and there are no significant 
discrepancies between his index scores.
A shared abilities analysis suggested strengths associated with learnt knowledge and 
motivation to learn, while the weaknesses are associated with complex executive 
functions of planning, reasoning, and abstract thinking.
Comparison with previous assessment. Using Dawes and Senior’s (2001) 
method, the change in Mark’s Verbal IQ is not significant. There is a significant 
deterioration in the verbal comprehension index, due to deterioration in his 
performance on the similarities subtest.
Tests o f Executive Functioning
Four tests of executive function were used. These are described and validity 
and reliability for each test discussed. The four tests used were the Hayling (Sentence 
completion) test, the Brixton (spatial anticipation) test, cognitive estimations (Shallice 
and Evans, 1978, cited in Lezak et a l, 2004), and FAS verbal fluency (Benton et a l. 
Cited in Lezak et a l, 2004).
Current Performance. Marks performances on the Hayling and Brixton tests 
were impaired with the exception of sensible completion on the Hayling.
Mark scored 6 on the cognitive estimations test, within one standard deviation of the 
mean for normal subjects 5.3 +/- 3.6. (Taylor and O’Caroll, 1995).
Mark gave a total of 29 words on verbal fluency, which is classified as normal, falling 
into the 25 -75 percentile range (Benton, Hamsher and Sivan,1994, cited in Lezak et 
a l, 2004).
Comparison with previous assessment. Mark’s scores for unconnected 
completion, and overall score on the Hayling test have deteriorated since 2000. His 
score on the Brixton test has not changed significantly, but was already veiy low. 
There is an improvement on cognitive estimation and his verbal fluency in unchanged.
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Tests o f  Memory
Some simple memory tests were given, because memory impairment is a 
common feature in most degenerative cortical diseases. The tests used were Auditory 
Verbal Learning Test (AVLT; Rey, cited in Lezak et a l, 2004) and Rey Complex 
Figure Test (Ostereich 1944, cited in Lezak et a l, 2004). Reliability and validity of 
these tests are discussed.
Current Performance. On the AVLT, Marks score slightly below the mean; he 
didn’t show a significant learning curve, and showed a number of intrusion errors, 
suggesting difficulty in self-monitoring.
On the complex figure task Mark’s copy places him at the 6 -  10 percentile, his 
immediate recall at 29 -  40 percentile, and his delayed recall at the 19 -  28^ *^  
percentile. Notably, Mark reversed the orientation of the complex figure on both 
recall trials, but not the copy trial.
Comparison with previous assessment. Mark’s performance on the AVLT has 
increased since he was previously assessed, while recall on the complex figure test 
remains unchanged, although he did not reverse the figure previously.
Other Tests
The Hooper Visual Organisation Test (Hooper, 1958) and Clock-Drawing 
Task were also used.
Current Performance. Mark’s score on the Hooper visual organisation test 
indicates ‘moderate’ brain impairment.
On clock-drawing, he placed numbers in reverse around the clock face.
Comparison with previous assessment Mark’s score on the Hooper visual 
organisation test is unchanged. His clock-drawing was a similar standard to his 
previous assessment, except that he had previously placed the numbers correctly 
(forward).
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Behavioural Observations
Behavioural observations were made both during testing, and while spending time 
with mark when he was engaged in his normal daily activities.
Formulation
This assessment reveals specific deteriorations in executive function, and visio-spatial 
function, against a background of unchanged general intellectual ability and memory.
Executive function
In everyday life, his worsening impairments in executive function manifest 
themselves in indifference to others reactions to him, and his increasingly getting into 
disagreements when he has broken social rules.
The link between executive function impairments and autistic spectrum disorders is 
discussed.
Visio-spatial changes
It is difficult to deduce the underlying cause of changes in mark’s visospatial 
abilities, other than to say it is unlikely this is associated with deterioration of the 
frontal-lobes that may account for his executive changes.
Action Plan
The specific deteriorations in functioning are strongly suggestive of organic brain 
changes, however the pathology of these changes is unknown. I referred for a 
Neurological examination and brain scan.
Additionally, deterioration in Mark’s physical condition prompted his moving to a 
specialist residential assessment setting.
Summary of People with Learning Disabilities Case Report.
98
Evaluation And Reflections
As this was a repeat assessment, I was constrained to using tests that had been selected 
by another person. This was frustrating, because some of these showed limited 
reliability and validity or were no longer appropriately linked to modem tests. A major 
weakness for this assessment is also endemic in the area of learning disabilities, that 
the assessment tools used have mostly been standardised using populations with an 
normal level of functioning.
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Obsessional difficulties.
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Assessment
Background
Alex described his childhood as happy, and said he enjoyed good relationships 
with his family. At about age sixteen, Alex started to attend a local Christian 
fellowship church. He felt that his parents had disapproved, because they would think 
the group ‘extreme’.
At university he became heavily involved with the university Christian Union and 
after finishing his degree he had decided to stay on and work with them. Three years 
after finishing university he was visiting his parents at Christmas, and describes that 
he ‘collapsed’ during a meal. This seems to have been a pivotal point. He decided he 
could not return to his university town, and moved back to live with his parents.
He was diagnosed with bipolar affective disorder in 1985 and with obsessive- 
compulsive disorder in 1990.
Development o f Obsessional difficulties
Alex’s main concern was intrusive obsessional thoughts. The thoughts he 
found most distressing were “I am evil” or “I have committed an unforgivable sin”, 
and “people might be thinking I’m homosexual”. Alex most often experienced these 
obsessional thoughts in social situations. Particular external events that triggered 
Alex’s obsessional thoughts were reading novels, or watching films or television 
programmes with sexual content.
Previous interventions
Alex has been treated for approximately seventeen years with mood stabilising 
medication.
In 2000 he was treated for four months at a specialist inpatient unit for obsessive- 
compulsive disorder.
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Risk Assessment
Alex made suicide attempts by means of overdose in 1990, 1996, and 1998. Currently 
he reported he did not have any urges to harm himself. Protective factors include a 
good relationship with his parents, and good engagement with mental health services.
Initial Investigations
In addition to my initial interviews Alex also completed the obsessive-compulsive 
inventory (OCI, Foa et a l 1998), the Responsibility Attitude Scale (RAS, Salkovskis 
et a l, 2000) and Responsibility interpretations Questionnaire (RIQ, ibid.).
Theoretical Background
The particular approach I have used is that of Salkovskis (1999), which I feel brings 
together well the behavioural and cognitive aspects of obsessional difficulties. For 
people with obsessive-compulsive problems, thoughts or urges are imbued with a high 
level of significance, so that they must be acted on. In acting on their thoughts or 
urges, the person then gives them greater significance, and denies themselves the 
opportunity to learn that the thought or urge is not significant. This model identifies 
four common responses to intrusive thoughts or urges; Attention and reasoning biases 
(looking for trouble, jumping to conclusions). Changes in mood (anxiety, depression). 
Counterproductive safety strategies (avoidance), and Neutralising behaviours (rituals, 
reassurance seeking).
Formulation
Early Experiences
It seems that Alex’s beliefs developed from encounters with strong Christian 
preaching in his teenage years.
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Beliefs
The most important beliefs, following from Alex’s early experiences are as 
follows.
That he should hold a high level of responsibility for the effect of his behaviour on 
others.
That having certain thoughts, or behaving in certain ways means that he is ‘not right 
with God’. And therefore, that a good Christian should not behave in those ways or 
have those thoughts.
That certain behaviours are sinful and unforgivable.
Intrusive Thoughts
Alex was distressed by a number of intrusive thoughts, particularly relating to 
religious worries. The most distressing thoughts he had were “I may be evil”, “it may 
be the end of the world”, “I have committed unforgivable sins”. He also had a 
distressing thought “because of the way I am acting, people may think I’m 
homosexual”.
Misinterpretations o f Significance o f  His Thoughts
Alex believed his thoughts were likely to be true. He particularly believed that 
they were a sign he was ‘not right spiritually’ and meant he was damned.
Attention and Reasoning Biases
Alex pays much greater attention to negative statements in conversation, his 
own speech, and in religious sermons.
Additionally, Alex demonstrates strong reasoning biases that bring his experiences 
into line with his negative beliefs and intrusive thoughts.
Mood Changes
Changes in mood can be triggered by intrusive thoughts, and in turn, low 
mood can also make intrusive thoughts occur more frequently, and be interpreted as 
more significant.
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Counter-productive Safety Strategies
The unhelpful strategies he employs are avoiding social situations, including 
avoiding attendance at his work-training programme and his church when he is 
troubled by intrusive thoughts.
Neutralising Behaviours
Alex regularly sought reassurance by telephone, and face-to-face, from his 
family, friends from his church, professionals from the rehabilitation and recovery 
team, and the out-of-hours service. Although Alex understood the impact on others, 
he said he felt it was useful for him to seek reassurance, and had certainly helped at 
times in the past.
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Critical Incidents
- Collapsing at parents, and later having 
thoughts about Jesus while masturbating.
- Forcing way into ladies toilets at 
conference.
Assumptions / Beliefs 
I am highly responsible for the effect o f my behaviours on others. 
Certain thoughts or behaviours mean I am ‘not right with God’ 
Certain thoughts or behaviours are sinful and unforgivable.
Intrusive Thoughts
I may be evil. It may be the end o f the world.
I have committed unforgivable sins.
Because o f the way I am acting people may think I am homosexual.
Attention / Reasoning biases 
Hooking for trouble) 
Attention to negative in 
conversation, sermons 
behaviours etc.
- Jumping to conclusions 
about meaning o f  
behaviours, others words etc
Neutralising behaviours 
Reassurance Seeking
Misinterpretations of  
significance
My thoughts could be true 
which means I’m not right 
spiritually and I’m damned 
- 1 will be rejected
Mood changesCounterproductive safety 
strategies
- Avoid or escape from 
social situations
- Turn away from people if  I 
think they are thinking I am 
homosexual.
- Feeling ‘under pressure
- Feeling in low mood.
Figure 1: Cognitive-Behavioural formulation of Alex’s difficulties. After Salkovskis 
(1999)
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Intervention
Information Giving
A  particularly key message I wished to convey was that intrusive thoughts are 
a normal experience for most people, therefore, the important thing that maintained 
his difficulties was the significance that he attached to his thoughts
Behavioural Experiments
Behavioural experiments were used to target two specific areas of Alex’s 
difficulties. The first was his concerns that others would think he was gay, the second 
his reassurance seeking.
Action Plan
All the information gathered during our sessions was summarised in an action 
plan, so that Alex and his key worker could continue to apply cognitive-behavioural 
techniques in tackling his difficulties.
Outcome
Alex reported that he had found our sessions very useful in helping to achieve an 
understanding of his difficulties, and presenting specific ways to approach his 
difficulties. He felt this gave him a good chance of overcoming his difficulties. There 
were only relatively small changes in his scores on the outcome measures used.
Evaluation
Overall I feel this piece of work has been successful. We have been able to 
collaboratively develop a good understanding of Alex’s difficulties, which he appears 
to have found genuinely useful in motivating him to begin working differently at 
overcoming his difficulties. I felt we had equipped Alex with the tools necessary to 
achieve significant progress in reducing the impact of his symptoms upon his life.
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Summary of experience obtained on clinical placements.
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Placement 1: Adults (Year 1)
For this placement I was based in two community mental health teams for working 
age adults (18-65). The team comprised of psychiatrists, community psychiatric 
nurses, social workers, community support workers and psychologists. A large 
proportion of my work on this placement involved direct work with individuals with a 
variety of presenting problems including depression, phobias, psychosis, bipolar 
disorder, depersonalisation disorder, obsessive-compulsive disorder, problems with 
alcohol, gender dysphoria, anger problems and social anxiety. Theoretical models 
used were cognitive behavioural therapy, schema focused therapy, and interpersonal 
therapy. Other work on this placement included cognitive assessments using the 
Wechsler adult intelligence scale, and a group intervention (emotion management 
group) in an acute ward setting. Other experiences gained on placement included 
carrying out a service related research project in the rehabilitation team, assessing met 
and unmet needs of service users, attending CPD workshops in primary care setting, 
giving presentations to the psychology department and multi-disciplinary team, and 
Visits to statutory and voluntary services, including eating disorders service, and 
employment resource centre.
Placement 2: Children and Families (Year 2).
For this placement I was based in a child and family consultation team. The team 
comprised of psychiatrists, social workers, family therapists, psychodynamic 
psychotherapist, and psychologists. My work on this placement involved working 
with families, and directly with individual children. Presenting problems included 
disagreements in the family at home, specific phobias, general anxiety, school refusal, 
self-harm, behavioural problems, and obsessive difficulties. My main theoretical 
approach was cognitive behavioural, but also drawing on ideas from systemic 
approaches and solution focussed approaches. I also carried out a group intervention 
(anger management) for boys with a diagnosis of Asperger’s syndrome. Other work 
on the placement involved cognitive assessments using tools such as the Wechsler 
intelligence scale for children, the Wechsler preschool and primary intelligence scale, 
and the Leiter-R. I gained experience of systemic models through systemic
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approaches taken by the team throughout their own work (e.g. use of reflectors in 
team meetings) and by joining the reflecting team in a regular family therapy 
workshop. Other experiences on placement included working with schools and with 
families at home, giving presentations and case presentations in the team, and 
attendance (as an observer) at a child protection conference.
Placement 3: People with Learning Disabilities (Year 2).
This placement was based in a community team for people with learning disabilities. 
The team comprised of psychiatrists, occupational therapists, speech and language 
therapists, community nurses, a music therapist, behavioural specialists and 
psychologists. Work on this placement included consultation to staff teams, direct 
work with individuals, work with couples, and group work. Presenting problems 
included bereavement, relationship breakdown and marital violence, problems with 
anger, and gender dysphoria. Other work included cognitive assessments using the 
Wechsler intelligence scale, and assessments for dementia using a variety of tools 
including the Oliver and Crayton battery for assessing dementia in people with downs 
syndrome. Theoretical models used in this placement were cognitive behavioural 
therapy and cognitive analytical therapy. Other experiences gained on this placement 
included conducting a group intervention for residents whose care home was due to be 
closed, close joint working with social services, training for residential care staff in 
using social stories, giving case presentations, and visits and observations in other 
settings including hydrotherapy, residential care settings, supported employment 
settings, and day services.
Placement 4: Assertive Outreach / Rehabilitation and Recovery (Advanced
Competencies, Year 3).
This placement was based in a multi-disciplinary continuing needs service, 
encompassing an assertive outreach team and a rehabilitation and recovery team. All 
clients cared for by this service have a diagnosis of a severe and enduring mental 
health problem, usually psychosis or bipolar disorder. The service comprised of 
psychiatrists, community psychiatric nurses, social workers, support time recovery
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workers, occupational therapists and psychologists. Work on this placement included 
direct work with individuals, consultation to staff and family members, and cognitive 
assessment (using Wechsler intelligence scale). Presenting problems included 
problems with anger, anxiety, paranoid delusions, bereavement, obsessive-compulsive 
disorder, and behavioural problems. Theoretical models used in this placement were 
cognitive behavioural therapy, behavioural models, and acceptance-based models, and 
all work was conducted within a philosophy of recovery. I conducted a group 
intervention jointly with another psychologist and a mental health worker, using 
cognitive behavioural and acceptance based approaches to help clients manage 
symptoms of psychosis. Other experiences gained on this placement include carrying 
out a formal evaluation of the group intervention, and research into the needs of 
carers, as part of ongoing service development initiatives. Visits to other services 
including an early intervention service for people with psychosis, and a user led 
support service. I also observed a variety of other professionals working and attended 
a mental health act assessment.
Placement 5: Older People (Year 3).
This placement was based in a psychology service for older people. The psychology 
service provided psychological input to a number of community mental health teams, 
day hospitals, and in-patient settings. Clients using these services are aged over 65. 
My work on this placement involved direct work with individuals, consultation to 
staff, cognitive assessments, and work with families. Presenting problems included 
depression, anxiety, bereavement, difficulties adjusting to physical health problems, 
and psychosis. Theoretical models used in this placement are cognitive behavioural 
therapy, behavioural therapy, narrative therapy, and trans-generational family therapy. 
Other experiences gained on this placement include carrying cognitive assessments 
using tools such as the Wechsler abbreviated scale of intelligence, the Wechsler 
memory scale, and the behavioural assessment of dysexecutive syndrome. I have also 
worked with a service user forum which advises the department on service 
development issues, and have observed a number of other professionals work.
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SERVICE RELATED RESEARCH PROJECT.
Assessment of needs in an inpatient mental health 
rehabilitation service.
July 2005 
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Word Count (excluding references and apendices): 2978
Service Related Research Project.
I l l
Introduction
Rationale for assessing needs
Government Policy. The National Service Framework (NSF) for mental health 
(Department of Health, 1999) identifies seven standards aimed at improving the 
quality of services and reducing variability of provision. Standards four (specialist 
care) and five (hospital and crisis accommodation) refer to services for people with 
severe mental illness. These state that “People with recurrent or severe and enduring 
mental illness ... have complex needs which may require the continuing care of 
specialist mental health services.” (p43) “Assessment should cover psychiatric, 
psychological and social functioning, risk to the individual and others, including 
previous violence and criminal record, any needs arising from co-morbidity, and 
personal circumstances including family or other carers, housing, financial and 
occupational status.” (p43). Additionally, assessment should include physical health, 
because this group of people has higher levels of physical ill health and higher death 
rates than the normal population. Furthermore, where service users’ views are sought 
in assessment and care planning, quality of care improves, and service users’ 
satisfaction with care increases.
The NHS improvement plan (Department of health, 2004) emphasises the provision of 
personalised support for service users with long-term conditions. Central to this aim 
is the single assessment process to ensure that the full range of needs are met.
The National Institute for Clinical Excellence (NICE, 2003) guideline on the treatment 
of schizophrenia states that assessment of needs for people with schizophrenia should 
be comprehensive and address medical, social, psychological, occupational, 
economic, physical and cultural issues. The possible presence of co-morbid 
conditions, including substance misuse or physical illness, or the existence of a 
forensic history, must also be assessed. Additionally, assessments should be 
undertaken at regular intervals, and should take place in the context of consultation 
with the service user.
RplfltpH Research Proiect.
112
Thus a variety of government policy emphasises the importance of carrying out 
comprehensive needs assessments as an early part of planning care. Consultation with 
service users should form a major part of this process to improve quality of care and 
satisfaction.
Improving Quality o f Life. In an Italian study, Slade et al. (2004) find 
evidence that higher numbers of service user-rated unmet needs on the Camberwell 
assessment of need (CAN) are associated with lower quality of life (QOL) on the 
Lancashire quality of life profile (LQL). Additionally higher service user-rated unmet 
needs at baseline was predictive of lower QOL at 12 month follow-up. Unfortunately 
need assessments were not conducted at follow-up, so it was not possible to establish 
how changes in need affect QOL. Thus if the goal of mental health services is to 
improve service users’ QOL, then service users’ views of unmet needs should be 
given greater emphasis in planning care. They caution however that the effect of 
meeting needs is likely to be small, accounting at most for a 2% change in QOL for 
each unmet need that is met.
In a multi-centre study in Nordic countries, Hansson et al. (2003) also found an 
association between greater numbers of service user-rated unmet needs and QOL (as 
rated by CAN and LQL). Furthermore, they found that unmet-needs in social 
relationships, accommodation, psychotic symptoms, benefits, and childcare were most 
closely associated with lower QOL.
Planning Services. Government policy, then, emphasises the importance of 
providing services tailored to service users’ individual need and there is evidence that 
meeting service users’ unmet needs could lead to improved QOL. However, NHS 
services operate within financial constrains that require managers to identify how to 
meet priorities with these limited resources. Additionally, under commissioning 
arrangements introduced in 2001 (Department of Health, 2001) secondary and tertiary 
services must be marketed to primary care trusts (PCTs) to ensure continued funding.
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Needs assessment can provide evidence both of the level of need of a group of service 
users, and also of how services are meeting those needs. It also identifies areas where 
resources should be directed to better meet needs.
Differing Conceptualisation o f Need
Bradshaw (1972, cited in Percy-Smith, 1996) offers four differing definitions 
of ‘need’; felt (identified by the individual), expressed (expressed by the individual), 
comparative (relative to a group of similar individuals), and normative (where 
individuals fall short of an agreed standard defined by professionals). Bradshaw 
believes that ‘real need’ can be identified where these perspectives coincide. Current 
opinion concentrates on two definitions of need, normative, and negotiated (what 
Bradshaw terms real need) (Lasalvia et a l, 2000). However, the social services 
inspectorate (1991, cited in Ellis, 1993) concludes that professionals often presume 
that their role as assessor is to go beyond what the client presents, to the ‘actual need’, 
implying a sense of superior judgement. This is likely to fail to capture service users’ 
desired outcomes, thus assessors should put aside their preconceptions and listen to 
what is said by service users.
Measures o f Need
Government policy then advocates the use of a negotiated approach to needs 
assessment (i.e. equal attention is paid to the service user’s view and the 
professional’s view) in that it gives importance to the involvement of service users 
and carers in assessing needs.
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Method
Details o f Service
This service comprises 3 inpatient units that specialise in managing disability 
that arises from severe and enduring mental health problems, and aims to minimise 
disability and enable people to live as normal life as possible.
The Camberwell Assessment o f Need
The Camberwell Assessment of Need (CAN) (Slade et a l, 1999) has been 
used in this study because it is a well-known, valid and reliable tool that takes a 
negotiated approach to needs assessment. The CAN consists of a structured interview 
about 22 domains of need (see appendix A). Service users and staff members are both 
interviewed. The interviewer rates the presence of a need (0= no need, 1 = met need,
2 = unmet need) and the level of care provided and needed from both informal sources 
(family, friends; informal care score) and formal sources (the healthcare service; 
informal care score) (0 = no care, 1= minimal care, 2 = moderate care, 3 = high care).
Phelan et a l (1995) demonstrated the validity of the CAN through consultation with 
professionals and service users. Concurrent validity was not established due to the 
lack of objective external criteria. They achieved Inter-rater reliability of 0.99, and 
test-retest reliability of 0.78.
Procedure
Data were collected by two interviewers, a clinical psychologist and a trainee 
clinical psychologist. Vignettes from the CAN manual (Slade at al., 1999) were 
completed by both interviewers and compared to ensure inter-rater agreement prior to 
data collection.
One member of staff (where possible, the keyworker) was interviewed about the needs 
of each service user. A staff interview was conducted for all service users using the 
service in January 2005. Service users who agreed to be interviewed were 
interviewed by the same interviewer. The interviewer assigned ratings according to 
the interviewees responses and made additional notes of key themes.
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Mean number of domains of met need, unmet need and total need were calculated for 
both service users’ and staff views.
The percentage of service users who had an unmet need was calculated for each 
domain of need.
Frequencies of informal and formal care scores were summed across all domains of 
need and all service users to provide a measure of care received across the service.
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Results
Demographic Information
All 38 service users using this service in January 2005 were included in this 
project. There was a response rate of 100% for staff, and 63% for service users. At 
this time, the service users in the service were predominantly of working age, white 
British, and had a primary diagnosis of schizophrenia. Three quarters were male, and 
four fifths had an identified carer. Table 1 shows demographic details
Table 1 : Demographic information.
n %
Gender Male 28 74
Female 10 26
Age 18-35 7 19
36-50 15 39
51-65 15 39
65+ 1 3
Ethnic Group White British 34 89
Asian 1 3
Black 1 3
Other Group 2 5
Primary Diagnosis Schizophrenia 32 84
Bipolar Affective Disorder 2 5
Other 4 11
Service User Has Yes 30 79
Identified Carer No 8 21
Total Needs
Mean number of total needs identified was 8.94 (SD = 2.64) in staff view and 
6.83 (SD = 3.09) in service user view. The total number of needs is significantly less 
in the service user view than the staff view (t=2.804 (df = 60), p < 0.007).
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Met and Unmet Needs
Taking a mean across all areas of need, 80% of needs (7.11 domains of need) 
were met according to staff viewpoint, and 86% (5.79) according to service user 
viewpoint, thus mean levels of unmet need stood at 20% (1.79) in staffs’ view and 
14% (1.04) in service users’ view.
In considering areas of unmet needs, attention was paid to those needs that were 
unmet either in staffs’ of service users’ view for more than 10% of service users.
In the service users’ view accommodation was the most frequently unmet need (29% 
of services users rated themselves as having an unmet need), followed by daytime 
activities (21%), and psychotic symptoms (13%). Additionally 13% did not know if 
their needs were met in the area of benefits.
In the staffs’ view psychotic symptoms was the most frequently unmet need (26%), 
followed by money (16%), food (11%), daytime activities (11%), and company 
(11%). Additionally, in 32% cases it was unknown whether sexual expression was a 
met or unmet need.
Table 2 shows service user and staff views of met and unmet needs and for all 
domains of need.
Table 2: Areas of met and unmet need.
Domain Service users View Staff View
Met Unmet Not
Known
Met Unmet Not
Known
Accommodation 8 (33%) 7 (29%) 38 (100%) 0 (0%)
Food 23 (96%) 0 (0%) 29 (76%) 4(11%)
Looking after the 
home
11 (46%) 0 (0%) 23 (61%) 3(8%)
Self care 11 (46%) 0 (0%) 23 (61%) 1(3%)
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Daytime activities 6 (25%) 5 (21%) 17 (45%) 4(11%)
Physical health 8 (33%) 2 (8%) 17 (45%) 3(8%)
Psychotic
symptoms
10 (42%) 3 (13%) 25 (66%) 10 (26%)
Information 9 (38%) 0 (0%) 12 (32%) 1(3%) 1 (3%)
Psychological
distress
10 (42%) 1 (4%) 17 (45%) 3(8%) 1 (3%)
Safety to self 2 (8%) 0 (0%) 7(18%) 2(5%) 1 (3%)
Safety to others 2 (8%) 0 (0%) 12 (32%) 1(3%) 1 (3%)
Alcohol 0 (0%) 0 (0%) 4(11%) 0 (0%)
Drugs 0 (0%) 0 (0%) 2(5%) 0 (0%)
Company 3 (13%) 1(4%) 20 (53%) 4(11%)
Intimate
relationships
2 (8%) 1(4%) 1(4%) 6 (16%) 2(5%) 3(8%)
Sexual expression 0 (0%) 1 (4%) 2 (8%) 2(5%) 0 (0%) 12 (32%)
Childcare 0 (0%) 0 (0%) 1(3%) 0 (0%) 1 (3%)
Basic education 5 (21%) 1 (4%) 5 (13%) 2(5%)
Telephone 0 (0%) 1(4%) 1(4%) 0 (0%) 0 (0%)
Transport 17 (71%) 1(4%) 1(4%) 15 (39%) 3(8%) 2(5%)
Money 12 (50%) 1(4%) 19 (50%) 6(16%)
Benefits 0 (0%) 0 (0%) 5 (21%) 4(11%) 0 (0%) 3(8%)
Informal and Formal Care Scores
Figure 1 shows relative frequencies of different levels of informal care 
(provided by friends and relatives) according to both service users’ and staffs’ views 
across all domains. Service users and staff both rate that there is no informal care in 
most cases (79% and 68% respectively).
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In terms of formal care, service users and staff rate high levels of formal care most 
often (37% and 47% respectively) although staff rate this more often than service 
users. Service users rate minimal levels of care more frequently than do staff (31 % 
and 22% respectively).
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Discussion
There is generally a high level of met need in this service according to both 
staffs’(80%) and service users’ (86 %) view. In the service users’ view those domains 
where there is greatest unmet need are accommodation (29%), daytime activities 
(21%) and psychotic symptoms (13%). In staffs’ view those domains where there is 
greatest unmet need are psychotic symptoms (26%), money (16%), food (11%), 
daytime activities (11%) and company (11%).
This group has needs in a comparatively high number of domains according to both 
staffs’ and service users’ view (8.94 and 6.83 needs respectively). The staff rating is 
higher than Phelan et aVs  (1995) validation study of the CAN in a sample of 
outpatients (7.55 needs), than that found in a community mental health service in Italy 
(3.34 needs) (Lasalvia et a l, 2000) and in a sample of community mental health 
service users including inpatient and day service users in south London (6.1 needs) 
(Phelan and Thomicroft, 1998).
The service users’ view is significantly less than the staffs’ view and also less than 
that found by Phelan et al (8.64 needs) (t=2.866 (df=23), p < 0.009). In the Phelan et 
a l study, service users rated higher levels of need than did staff, whereas in the 
present study, staff rate higher levels. This may be due to service users in this sample 
underestimating their needs. Phelan and Thomicroft suggest that symptoms such as 
lack of insight might lead to under-rating needs.
Freeman et a l (2004) used the CAN to assess the needs of service users in a variety of 
residential services in Australia. This included both government and non-government 
services and included a range of differing intensities of support. In this study service 
users rated an average of 7.6 needs.
Although there are no normative data for the CAN, service users in this study have an 
overall level of need that is at the upper limit of the range of scores found elsewhere. 
This service was created to support people with severe and enduring difficulties, and 
so it is of little surprise that service users were rated as having a high level of need.
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Both service users and staff identify daytime activities and psychotic symptoms as 
important areas of need, however service users give greater emphasis to daytime 
activities, whilst staff emphasise psychotic symptoms. Slade et a l (1996) also found 
that staff rated needs in the domain of psychotic symptoms more frequently than 
service users. They suggest that service users’ lacking insight may account for some 
of this disagreement, but this cannot give a full account, as some service users rated a 
need in this area while staff did not. Slade et a l also note that there tends to be more 
disagreement where there is not a clearly defined service response. In the current 
study the highest level of disagreement is about accommodation, with 29% of service 
users identifying an unmet need compared with 0% of staff. A number of service 
users stated that they would prefer to live independently and therefore that their 
current accommodation did not meet their needs. Contrasting with this was the staffs’ 
view that these service users had their accommodation needs met simply by virtue of 
being under the care of this service. Whilst it may not be possible to achieve 
agreement on service users’ needs to be accommodated in this service, and their desire 
to live independently is likely to be viewed by staff as out of keeping with their 
abilities, consideration should be given as to how service users concerns about their 
accommodation needs can be addressed. The NHS improvement plan (Department of 
Health, 2004) promises to provide increased choice for service users by allowing them 
to make decisions about which organisations provide their care. This will lead to 
services having a new relationship with their users as customers who have more say in 
how services are provided.
In 32% of cases, staff did not know whether service users’ needs were met in the 
domain of sexual expression. It is my impression that sexual expression was a taboo 
subject, and staff sometimes rated no need in this domain on the basis that service 
users were not clearly expressing a need. Of course this was often taboo for service 
users, but in most cases they were able to identify that they did not think there was a 
need in this domain, and in only two cases (8%) were they unable or unwilling to 
respond to this question.
Service Related Research Proiect.
122
Informal care scores show that, in both staff and service users’ views, friends and 
relatives have minimal involvement in helping service users across all domains (79% 
and 68% respectively rated no help from informal sources). Seventy nine percent of 
service users within this service have an identified carer, so this raises a key question 
about how the service can engage with those carers who wish to be more involved. 
This study has not sought the views of carers, so we do not know how informal carers 
view their current involvement and to what degree they are satisfied with this. Further 
work should take place to obtain the views of informal carers so that their voice can be 
heard in the process of planning services.
Service Outcomes
The results of this investigation have been presented to the management team who 
have identified the following strategies to address the areas of unmet need identified.
1. Increasing the use of psychosocial interventions for psychosis in this service. 
This is in line with NICE guidelines for schizophrenia (NICE, 2003). It is 
hoped that improvements can be achieved by offering training and supervision 
to frontline staff. This should help to meet needs not only in terms of 
psychotic symptoms (psycho- interventions) but also daytime activities and 
company (-social interventions).
2. Views will be sought within carers groups about how informal carers would 
like to develop their involvement with services in light of this study’s findings.
3. In addition to opportunities already available in carers’ groups that are run in 
this service, staff will offer carers the opportunity to talk through anything that 
they have found difficult about spending time with their relatives on a one-to- 
one basis. Each service user’s key worker will have responsibility for Easing 
with friends and relatives to ensure that their needs are being considered. It is 
hoped that this will allow informal carers to gain greater satisfaction from their 
involvement in services.
4. The service would like to continue this process of assessing needs at regular 
intervals and to facilitate this, training will be arranged to allow members of
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the nursing teams to undertake needs assessment with other staff and service 
users.
5. Needs for sexual expression should be sensitively discussed with all clients as 
part of their care planning. A section will be created in care plan 
documentation to ensure that this need is addressed.
The results of this study have also been discussed with service users, and a written 
summary has been provided (see appendix B)
Conclusion
This service offers support to service users who have a high level of needs. Overall 
the service meets most of the needs of its service users. Service users and staff 
disagree about the areas in which there is most unmet need, although there is some 
agreement in the domains of daily activities and psychotic symptoms.
The service has identified strategies to address unmet needs in the domains of 
psychotic symptoms, daily activities, and company. Further consideration will need to 
be given to other areas of unmet need, particularly accommodation. Further work is 
needed to clarify appropriate ways in which to better engage informal carers with the 
service.
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Feedback about the Needs Survey
k( h xbnitstion Service
This is to let you know about tne  ^urvoy that was carried across the
wno^c sefv'cc cr :  o ]  Jar uor^ and F c b t io ; , ;b s  '^Car.
Why did we do the survey?
We v^anled to know your views on diffi nt :jt;c ts  of youi care, like whufl'er 
you get cni^ugh food, how your healt*'  ^ ; c v.hciier you are happy with tire 
amcuni cf act v:t;es you are offered.
We wanted to find out if we wore meeting your needs and whether you think 
you are getting enough help.
Who was asked to take part?
Each key worker (primary nurse) was asked to complete the survey about the 
person they key work.
Evor\' servkze user was also asked tc complete the survey. Not eve 
waniod to take pert, but a lot cf pecpfe (kd
What were the results?
Service miers who took part felt that 8G% of their ne^y, . r _ r  « '
Staff pretty much agreed and felt the service was iino of r -= c
Staff and service users alike agreed that overall they were receiving a 
modemte level of care.
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Some people also told us they got help from their family with things like 
managing their money.
The survey was also able to tell us about unmet needs, when people still have 
problems or would like more help.
Service users
* Some people felt their needs were not being met with regards to 
accommodation (29%) or daytime activities (21%)
# 13% did not know if they were getting the right benefits
» Although people were getting enough to eat, a lot of people did not like 
the food provided
Staff
# Some felt that people they were key working needed more help with 
money (16%), food (11%), daytime activities (11 %) and company 
( 11%)
* Another statistic showed that we don't talk much about sex! (32% of 
key workem did not know whether a person was happy with their sex 
life).
Both service users and staff agreed that some people still needed more help 
with their mental health problems.
What happens next?
We were happy to know that on the whole, things were OK.
This information is going to be used to try and improve our service by 
addressing the unmet needs we have identified.
The managers of the service and the multi-disciplinary are going to think more 
about how to help or change things, especially regarding accommodation, 
daytime activity and benefits.
Thank you very much to everyone to took part!
Clinical Psychologist, May 2005 
, Trainee Clinical Psychologist
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Appendix B:
Evidence of feedback to service.
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Monday, Jurm 2005 
Dear
Re: Gamberwell A ssessm en t of Need (CAN)
I \  I capacity as team manager to extend my thanks and gratitude to
( "^p r - ^ /N rs se s sm e n tsv n th in th a  Rehabilitation T c sn S u C t'
-m  — derably challenging undertaking and I am aware of the time aM  e io n  n e t
 ' 1 g-Mr'" '"d '^ sessm en ts  completed.
r t AN is vital in the evaluation of current service provision and also pmvid'»-» c '
Î ure service development which is a  vital part of the service modernisa u  ^ r 
itly undertaking.
Thank you for your assistance In this important vmdc
Best wishes
Team Manager
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Mental Health NHS Trust
Thursday, 09 June 2005 
Dear
Re: CamberweU A ssessm en t of N eed (CAN)
..Tiy previous letter to you, I am  writing to you in m y : % "n m anager to extend T) 
" gratitude to you tor your presentation on the CAN c .iS .: : '" ': '"  c;^ults. The présenta: on 
V t, "iformative and thought provoking and certainly gen c t i -  j s* usslon.
Suoh activity assists in the review of our current service pro\k> c  eno a _ ..resides clinical ev d^-cc 
for future service development which Is a  vital part of the sen '  r  _r -cticn process that the : ' j - t  
Is currently undertaking.
Once aga r, tnank you for your assistance in this Important work.
Best m shes
onager
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Appendix C:
Statement from supervisor that project did not require ethical
approval.
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Abstract of Group Qualitative Research Project
The Beliefs, Thoughts and Experiences of Believers of the 
Paranormal: an Interpretative Phenomenological Analysis
May 2006 
Year 2
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Title: The beliefs, thoughts and experiences of believers of the paranormal: an
interpretative phenomenological analysis (IPA).
Aim: To explore ‘believers’ experiences of the paranormal through their thoughts, 
beliefs, interpretations and personal paranormal encounters. Further the researchers 
wondered how participants’ beliefs in the paranormal had developed and what 
flinction(s) did their beliefs serve for them?
Design: Focus group (consisting of four participants), which lasted approximately 
one and a half hours.
Participants: To access ‘believers’ in the paranormal, participants were recruited via 
a local psychic circle.
Analytic procedure: The focus group was transcribed and analysed using IPA. IP A 
was chosen because it is a method that aims to understand individual subjective 
accounts of experiences, and to explore the ways in which those experiences are made 
meaningful by the individual.
Results: Following the analysis the researchers identified three main themes.
1. Interpretation of paranormal experiences - the stories participants told and their 
interpretations of their experiences seemed to support their beliefs about whether 
paranormal phenomena was part of normal reality or not. 2. Belief development and 
maintenance -  beliefs in the paranormal appeared to be developed and maintained 
through storytelling. Shared storytelling was an example of social learning and had 
the function of validating/providing support for individuals’ beliefs in the paranormal.
3. Functions of believing -  all participants agreed that they gained something positive 
from their experiences/beliefs, including comfort, reassurance surrounding death and 
communication/messages obtained through their paranormal experiences.
Concluding Remarks: Despite the small sample size the study succeeded in obtaining 
an in-depth exploration of the beliefs and experiences of a homogenous group of 
believers in the paranormal. The research helped us to illuminate some of the ways in 
which paranormal beliefs are shared and transmitted between members of social 
groups, and has highlighted the importance of such processes in enhancing a sense of 
group cohesion and belonging. The research was also innovative in using focus 
groups and IPA simultaneously. By using focus groups the research was able to draw 
out the social factors in paranormal beliefs.
AKc;frc»r*t r»f rTmiin Onîilitçiti\/p Prnip,f*.t
136
RESEARCH LOG CHECKLIST.
Year 3
Research Los Checklist.
137
Research Log Checklist
1 Formulating and testing hypotheses and research questions y
2 Carrying out a structured literature search using information technology and 
literature search tools
y
3 Critically reviewing relevant literature and evaluating research methods y
4 Formulating specific research questions y
5 Writing brief research proposals y
6 Writing detailed research proposals/protocols y
7 Considering issues related to ethical practice in research, including issues of 
diversity, and structuring plans accordingly
y
8 Obtaining approval from a research ethics committee y
9 Obtaining appropriate supervision for research y
10 Obtaining appropriate collaboration for research y
11 Collecting data from research participants y
12 Choosing appropriate design for research questions y
13 Writing patient information and consent forms y
14 Devising and administering questionnaires y
15 Negotiating access to study participants in applied NHS settings y
16 Setting up a data file y
17 Conducting statistical data analysis using SPSS y
18 Choosing appropriate statistical analyses y
19 Preparing quantitative data for analysis y
20 Choosing appropriate quantitative data analysis y
21 Summarising results in figures and tables y
22 Conducting semi-structured interviews y
23 Transcribing and analysing interview data using qualitative methods y
24 Choosing appropriate qualitative analyses y
25 Interpreting results from quantitative and qualitative data analysis y
26 Presenting research findings in a variety of contexts y
27 Producing a written report on a research project y
28 Defending own research decisions and analyses y
29 Submitting research reports for publication in peer-reviewed journals or edited 
book
□
30 Applying research findings to clinical practice y
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Abstract
Background
The Mental Health Act allows for people with a ‘mental disorder’ to be 
detained in hospital and subjected to compulsory treatment. Carers may wish to avoid 
being involved in the mental health act because they fear that it may damage their 
relationship with the person they care for. Where they have been involved they report 
feeling excluded or that they were not given enough information. Studies 
investigating the experiences of carers when they place an elderly relative in 
residential care reveal common themes including having a sense of failure or not 
doing ones’ duty; resisting the idea of placement and having to make a last minute 
decision at a time of crisis; not receiving adequate information; feeling mixed 
emotions of sadness, guilt and relief; and feeling loss of control and disempowerment.
Method
Semi-structured interviews with nine carers who experienced their relative 
being sectioned were analysed using interpretative phenomenological analysis (IPA).
Results
Three themes emerged from the interview data: relationships; control; and 
vicarious distress. The relationship theme comprises three subthemes: relationships 
already breaking down as part of the persons’ illness; the impact of sectioning and 
hospitalisation on the relationship; and relationship improving naturally, and as part of 
recovery. The control theme comprises four subthemes: attempting to take control of 
the situation; relinquishing control; helplessness while their relative was in hospital; 
and retaking or renegotiating control. The vicarious distress theme comprises four 
subthemes: could we nip it in the bud?; avoiding sectioning, or treating sectioning as a 
last resort; the emotional experience of the sectioning process; and lost aspiration and 
lost independence.
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Discussion
The results are discussed with reference to current clinical practice, policy 
regarding involving carers in mental health services, and relevant legislation. 
Directions for future research and implications for clinical practice in mental health 
services are discussed.
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Introduction
Beginnings o f the Investigation
Working as a trainee clinical psychologist in a community mental health team,
I worked with a number of people who had been detained in hospital under the Mental 
Health Act. This was not described as a positive experience, and one person in 
particular stays in mind because of the distress and anger they felt toward their 
parents, who they saw as having handled badly the events leading up to and including 
their detention in hospital; they felt this had a profound and long-lasting detrimental 
effect on their relationship. This made me curious about how these events had been 
experienced by that person’s parents. Would they think that they had handled things 
badly, or would they feel they had done their best in difficult circumstances? With 
this person, and with others who had experienced similar reactions, I never got to hear 
from the carers, and so I am grateful to have this opportunity to explore with carers 
their experiences when the person they care for has been detained under the Mental 
Health Act.
The Mental Health Act
The Mental Health Act 1983 (MHA) brings together the law relating to 
mentally disordered persons, providing a legal framework within which a person with 
mental disorder can be detained in hospital, and be subjected to compulsory treatment.
Definitions. Four categories of mental disorder are specified in the MHA: 
these are mental illness, severe mental impairment, mental impairment, and 
psychopathic disorder. Psychopathic disorder is defined as “a persistent disorder or 
disability of mind that results in abnormally aggressive or seriously irresponsible 
conduct” (Mental Health Act 1983, s. 1-016). Severe mental impairment and mental 
impairment both refer to “a state of arrested or incomplete development of mind, 
which includes severe (or significant) impairment of intelligence and social 
functioning and is associated with abnormally aggressive or seriously irresponsible 
conduct” (ibid, s. 1-016). Mental illness is not further defined.
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The person who is the nearest relative is defined in the act according to an order of 
precedence as follows; spouse (or person who has been living together as spouse for at 
least 6 months), son or daughter, parent, sibling, grandparent, grandchild, uncle or 
aunt, nephew or niece, any person not related who has been living with them for at 
least 5 years (Jones, 1999).
Compulsory Admission. An approved social worker (AS W) makes an 
application for a person to be compulsorily admitted to hospital (the nearest relative 
may also do so, although this is rare). Before doing so the ASW should be satisfied 
(with confirmation from two doctors) that the following criteria are fulfilled. Firstly, 
that the patient is suffering from a mental disorder of a nature or degree that warrants 
compulsory admission. Secondly, that they should be detained in the interests of their 
own health or safety, or for the protection of others (Jones, 1999).
Most commonly in adult mental health settings people are admitted under section two 
or section three of the Mental Health Act. Section two refers to admission for 
assessment, lasting for a maximum of 28 days. Section three refers to admission for 
treatment, lasting for up to six months, renewable for a further six months, and yearly 
thereafter. It is these (and other) sections of the MHA that give rise to the common 
terms ‘sectioning’ and ‘being sectioned’.
The Nearest Relative. Under the MHA, the nearest relative has certain rights, 
including the right to apply for admission or to require an ASW to apply for 
admission, and also to discharge their relative fi*om detention. Rethink (2000) consider 
these rights to be an invaluable safeguard for people subjected to the MHA.
Additionally an ASW must take into account the views of all relatives when making 
an application for admission. Thus the rights and responsibilities of the nearest 
relative may place them in conflict with both their relative (service user) and the 
service to a greater or lesser extent in as much as service users may view them as 
attempting to deprive them of their liberty, or services may view them as preventing 
them from helping if they are reticent about proceeding. If a carer is not related to the 
person they care for (i.e. they are a friend), then they would not automatically be
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involved in the process of the Mental Health Act assessment. In such cases the carer 
could feel excluded from supporting their friend.
Carers o f  People with Mental Illness
Carers are defined as “people who look after a relative or friend who need 
support because of age, physical or learning disability or illness, including mental 
illness” (www.carers.gov.uk). Because carers of people with a mental illness may not 
be involved in active caring continuously, it may make it difficult for services to 
recognise the stresses experienced by this group and offer appropriate support 
(Department of Health, 2002).
The Department of Health suggest that mental health services should involve carers in 
decision-making and recognise them as ‘partners’ or ‘co-experts’ (Department of 
Health, 2002). Contrary to these intentions. Harden (2005) found that carers of people 
who use mental health services feel they are not listened to by the medical profession, 
feel helpless and excluded by services, and tend to be critical of psychiatric 
knowledge and practice. Others have found that carers experience a sense of exclusion 
and dissatisfaction with mental health services (Knudson and Coyle, 2002).
Three major approaches that have been utilised in exploring and theorising the 
experience of caring are caregiver burden, stigma, and expressed emotion. I will 
briefly summarise what each of these approaches brings to our understanding of 
caring.
Caregiver Burden
In this section I will first outline the current research into the concept of 
caregiver burden. Next I will consider how carers’ approaches to coping with their 
relative’s difficulties can impact on their experience of burden and distress. Finally I 
will outline the major criticisms that have been levelled at this concept.
Barrowclough (2005) notes that the impact of mental illness on families has been 
investigated largely in terms of burden. Two dimensions have been identified: 
Objective burden, which consists of the measurable effects on the family (the
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additional caregiving demands and loss of their own activities) and subjective burden, 
which consists of the family members’ own perception of the impact of caring (the 
experiences and emotional responses of the caregiver). Investigations of the 
symptoms of psychotic illnesses associated with most carer burden have presented 
inconsistent findings, although it would appear that greater distress and burden are 
associated with non-psychotic symptoms such as under activity and negative 
symptoms, than with positive symptoms such as delusions and hallucinations. This 
may be because positive symptoms are not present most of the time. Similarly, 
Brodaty (2005) notes that for carers of people with dementia there is a strong link 
between carer distress and disruptive behaviours such as incontinence, sleep 
disturbance and aggression.
Singleton et al. (2002) investigated the level of mental distress in carers. They found 
that although overall carers did not show higher levels of distress than the general 
population, some subgroups did. There was more distress amongst carers where the 
person being cared for was under 65 years of age, where the person being cared for 
was a spouse or a child, and where the person being cared for had both physical and 
mental difficulties. Furthermore, carers were more likely to report mental distress if 
they were unable to take breaks from caring, and if they had a smaller primaiy support 
group (of fewer than eight adults).
It has not proved possible to satisfactorily account for levels of caregiver burden with 
reference only to the difficulties of the person who is cared for, suggesting that it may 
be necessary to also consider carers’ characteristics. Research has suggested that 
carers’ attempts to cope with caring can help improve our understanding of caregiver 
burden.
A dominant theory of coping is that of Lazarus and Folkman (1984). In this model a 
person’s appraisals in terms of the demands of the situation and their coping resources 
mediate their affective and behavioural responses. If a caregiver appraises situations 
associated with the mental illness to be problematic and feels they do not have good 
coping resources, then they are more likely to be distressed. Studies have 
demonstrated that burden and distress are more dependent on caregivers’ appraisals of
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their relative’s problems than on the problems themselves (e.g. Scazufca and Kuipers, 
1999). It follows that interventions to help reduce burden would aim to modify 
caregivers’ negative appraisals of the illness experience and increase their confidence 
in their coping ability (Barrowclough, 2005).
The main criticism of this approach is that the concept of caregiver burden has 
overemphasised the perspective of the carer, and so ignores the care recipients’ 
perspective and the positive aspects of caregiving relationships (Kuipers and 
Bebbington, 2005). For example, Schwartz and Gidron (2002) reported that carers felt 
they received support from their adult child who they cared for, and also experienced 
a sense of satisfaction from caring. Likewise, Veltman et al. (2002) reported 
beneficial effects of caring such as gratification, love, pride, and learning life lessons. 
Furthermore, Harvey et al. (2001) suggest that the concept of burden lacks validity as 
carers seldom describe themselves as burdened, and Tucker et al. (1998) note the 
difficulties of measuring a concept that has both objective and subjective components.
Following such criticisms, Szmukler et al. (1996) developed a model that focuses on 
the appraisals and coping behaviours of carers, and takes into account positive as well 
as negative aspects of caregiving. However it is notable that the majority of their 
experiences of caregiving inventory (ECI) (Szmukler et a l, 1996) still maintains a 
focus on negative aspects.
The Stigma o f Mental Illness
Here I will briefly review research into the stigma associated with mental 
illness. I will outline how such stigma affects carers and how the experience of their 
relative being detained under the mental health act might be stigmatising for carers.
Stigma can be thought of as a mark that yields negative and often hostile reactions 
from the majority (Corrigan and Kleinlein, 2005). Goffman (1963) draws a 
distinction between discredited stigma (where the mark is visible), and discreditable 
stigma (where the mark can be hidden). For many people who experience mental 
illness, it is possible to keep the mark hidden. However labels (e.g. psychiatric 
diagnoses) can serve to make a hidden mark visible.
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Labelling theory (Scheff, 1984) proposed that the label of mental illness is so highly 
discrediting that it can override other status characteristics. This theory emphasised 
the role of labels and social reaction in sustaining disturbing behaviour, and 
minimised the role of any true underlying disorder. However, critics (particularly 
Gove, 1980) argued that it was actual illness and related behaviours that affected 
social outcomes and continued illness.
In response to such criticisms. Link et al. (1989) presented a modified version of 
labelling theory based on earlier research that demonstrated that both the symptoms 
and the label of mental illness had a detrimental impact on employment and income, 
but that labels had a greater impact (Link, 1982). This modified theory proposes that 
generally held stereotypes about mental illness become personally relevant to an 
individual who is so diagnosed, leading them to expect discrimination and rejection. 
These expectations act as self-fulfilling prophecies as people who are labelled engage 
in coping strategies such as secrecy and social withdrawal in an attempt to avoid the 
anticipated rejection. The resulting social isolation along with reductions in self­
esteem become stressors that increase the individual’s risk of continuing to experience 
symptoms.
In an attempt to uncover the aspects of mental illness that lead to stigma, Feldman and 
Crandall (2007) asked undergraduates to rate different mental illnesses according to a 
variety of illness characteristics, and to complete measures of their willingness to 
distance themselves socially from people experiencing those illnesses. The largest 
predictor of social distancing was perceived personal responsibility for the illness, 
followed by perceived dangerousness, and finally perceived rarity.
Stigma experienced by people with mental illness can lead to discrimination in finding 
employment and housing, increases the likelihood that a person will come into contact 
with the criminal justice system, and may reduce access to healthcare. Additionally, 
people who experience mental illness may internalise stigmatising ideas and begin to 
believe themselves less valued. This self-stigma is likely to have a detrimental impact 
on self-esteem, as well as leading to self-discrimination, for example not pursuing
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employment opportunities even though they would be likely to be successful. People 
who experience stigma may be less likely to seek help from mental health services, 
because they wish to avoid being labelled as mentally ill (Link & Phelan, 2001).
Stigma can also affect family members of people with mental illness. Phelan et a l 
(1998) found that about a third of a sample of parents and spouses of people with 
mental illness actively tried to conceal their relative’s mental illness, and about a 
quarter had experienced others trying to avoid them because of their relative. 
Furthermore in comparing their data with earlier studies they concluded that families 
are currently experiencing more stigma that was the case 20 years ago. Likewise, 
Ostman and Kjelin (2002) found that 34% of their participants reported that their 
relative’s illness had impacted on their own relationships with others. Finlay (1999) 
found that parents of people with learning disabilities seldom used labels (such as 
learning disability) in the presence of, or when talking about their son or daughter. He 
concluded that in part this was due to a wish to avoid the negative connotations of the 
label, but also because they found it more useful to talk about particular difficulties.
Agnell et a l (2005) note that both people with mental illness and their family may 
have existing stereotypes before the individual receives a label of mental illness. Thus 
family members may struggle to manage their own negative attitudes as well as those 
of others.
Lefley (1989) distinguishes between two types of family stigma. Firstly public stigma 
generalises from the individual with mental illness to other family members, isolating 
the family or diminishing its reputation. Secondly, a type of self-stigma where the 
family absorb messages of culpability for their relative’s illness, leading to self-blame 
and guilt. Such messages of culpability are often received from mental health 
professionals, but are also prevalent in the wider culture.
As noted above, it is attributions of responsibility that are thought to be a major 
mediator of the stigma of mental illness. It has also been suggested that making such 
attributions might serve to increase carers’ frustration and criticism of the person who
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they care for (Barrowclough et a l, 1996) thus linking the concepts of stigma and 
expressed emotion (see below).
Thus stigma associated with mental illness can lead to poorer outcomes via a number 
of routes. Public stigma results in discriminatory behaviour toward people who 
experience mental illness, and prejudiced attitudes may be internalised by individuals 
who will then lower their expectations and withdraw socially in order to cope with the 
anticipation of rejection. Stigma also affects families both in terms of the stigma that 
they receive by association, and because of messages of culpability for their relative’s 
illness. The stigma families experience is important because the associated rejection 
means they have less social support leading to increased burden and distress.
Being detained under the Mental Health Act is likely to result in stigma for both the 
person detained and the family. The process of Mental Health Act assessment may be 
highly visible, as could the subsequent absence of the detained person, meaning that 
the family can no longer keep their relative’s difficulties hidden. The mark (stigma) of 
mental illness becomes visible.
Expressed Emotion
As noted above, family members may experience stigma related to messages 
that they are responsible for their relative’s difficulties. Indeed the relationship 
between carers (particularly family members) and mental health services has often 
been marked by difficulty. This is well illustrated in theories of mental illness. Neill 
(1990) notes how psychiatry throughout the 1940’s, 50’s, 60’s and into the 1970’s 
began to focus on a strong ‘nurture’ bias and therefore upon the family in the genesis 
of mental illness. This could be seen in Fromm-Reichman’s ‘schizophrenogenic 
mother’ (where an overprotective or rejecting mother was held to cause their child to 
develop schizophrenia) and in Lidz and his associates ‘marital schism’ and ‘marital 
skew’ (where dysfunction in the parents marriage was thought responsible for the 
child developing schizophrenia). Later, disordered communications in the family 
(Bateson’s ‘double bind’) were advanced as responsible for schizophrenia. Others 
carrying out work on child development in the 40’s and 50’s (e.g. Klein, Bowlby, and 
Winnicott) maintained the emphasis that nurture was more important than nature, and
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that early mother-child interactions were key determinants of the child’s personality 
and later psychopathology.
A popular contemporary concept linking families’ interactions and the symptoms of 
schizophrenia is expressed-emotion. This theory notes that people with schizophrenia 
who live in homes where communication is marked by more criticism, hostility and 
emotional over-involvement are more likely to relapse than people who live in a 
household where communication is less marked by these factors. Expressed emotion 
continues to appear in current research (e.g. Barrowclough et a l, 2001). Expressed 
emotion is closely linked to the concept of carer burden. Both have been 
conceptualised using Lazarus and Folkman’s (1984) model of coping, and Scazufca 
and Kuipers (1996) demonstrated a link between high expressed-emotion, higher 
caregiver burden and poor carer coping strategies. Furthermore, Scazufca and 
Kuipers (1999) found that carers who score highly for expressed-emotion were also 
more likely to engage in avoidant coping strategies. They note that Lazarus and 
Folkman’s (1984) model predicts that people will engage in avoidant coping strategies 
where they appraise their situation as unchangeable. It may be that high expressed- 
emotion identifies carers who appraise their situations as unchangeable (Scazufca and 
Kuipers, 1999).
I would suggest that these theories are indicative of a popular belief amongst 
professionals that families are culpable for their relative’s difficulties, undo the work 
that health services do, or at the very least that they cope poorly with the demands of 
caring. The influence of such theories remains strong in current mental health practice, 
for example in the form of National Institute for Clinical Excellence (NICE, 2002) 
recommendations for providing psycho-education interventions to families of people 
with schizophrenia.
Rethink (2003a) raise the issue of professional resistance to involving carers in mental 
health services, stating “The myth of the 20^ century was that carers -  particularly 
family members -  caused severe mental illness, or at best made it worse. The 
emerging myth of the century is that carers are interfering and over-protective, 
forcing their way in when the person experiencing the severe mental illness wants
Major Research Project
151
them kept out.” (p.4). They suggest that carers feel taken for granted, ignored, or 
deliberately shut out by professionals, who see carers as being a part of the problem 
rather than a vital part of the solution (Rethink, 2003b).
Recent literature suggests the situation is improving. Riebschleger (2002) 
investigated the assumptions that mental health professionals make about families by 
asking their responses to a case vignette. There was a good level of positive responses 
with 90% of professionals saying they would see the family as potential partners in 
treatment, and 50% suggesting the family may be displaying strengths and resiliency 
in coping with their family member’s illness. However some evidence of negative 
assumptions remained, with 25% agreeing with a statement about the vignette based 
on double-bind communication, and 25% agreeing with a statement based on the 
concept of the schizophrenogenic mother. oJ
There is also evidence of services developing practice to meet the needs of carers 
themselves. Addington et al. (2005) outline the role of family interventions in 
reducing family stress. They suggest that at the initial stages of a psychotic illness, 
family members are stressed and have numerous concerns, and the specific needs of , j 
the family should be acknowledged. This is important not only because the family ; i 
environment may impact upon the person’s recovery, but also because the family need 
support for themselves through a bewildering and distressing period. Likewise Sin et 
al (2007) outline the development of a carers’ care pathway as part of a service for 
people experiencing a first episode of psychosis. They note that carers commonly 
report distress at these times, and therefore interventions for carers should include not 
just information about psychosis and its treatments, but also about coping strategies 
and available support for themselves.
Carers and the Mental Health Act
Here I will consider the issue of carers’ involvement in the Mental Health Act 
from two viewpoints. Firstly from the outside: the views of people who are not carers, 
i.e. mental health professionals, service users and bodies that represent service users. 
Following this I will consider the view from the inside, i.e. the views of carers and the 
bodies that represent them.
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The view from outside. I have already noted that the relationship between 
mental health services and carers has the potential to be difficult and dysfunctional. 
There is no exception where the implementation of the Mental Health Act is 
concerned.
Szasz (2003) notes a growing reliance on compulsory mental health interventions for 
protection against crime and suicide. He suggests that we punish people (under the 
auspices of treatment) for “annoying family members (and others) with behaviours 
they deem ‘dangerous’...” (p. 227). He further suggests that family members are 
reluctant to ‘divorce’ themselves from their unwanted companion, as this would be an 
unacceptable rejection of family obligation, and so instead they look to psychiatry to 
relieve them of “the burden of coping with [their] disturbed relative by incarcerating 
the latter and calling it ‘care’ and ‘treatment’.” (ibid, p. 227).
Szasz (2003) then offers a rather ungenerous hypothesis about the motives of carers. 
Are we really to believe that carers are so self-motivated? Indeed, Sayers (2003) notes 
that if families really wished to divorce themselves from their relative, they would 
allow them to successfully commit suicide, thus facilitating the ultimate divorce. 
Furthermore, McMillan (2003) suggests psychiatrists are acutely aware of the tensions 
between treating their patient, and their obligations to the public interest. He suggests 
it would be more appropriate to say “when care and treatment are appropriate, families 
may be relieved of the burden of coping with a mentally unwell relative.” (p.233).
Whilst Szasz (2003) criticises family members for seeking help for their relatives, 
even where this must be achieved through compulsory treatment, Shaw et al. (2003) 
level a different criticism at carers, namely that they may place their relative (service 
user) or others in danger by discharging them. They followed up service users who 
were successfully discharged from section by the nearest relative and compared them 
with service users who remained under section until discharged by their psychiatrist. 
There was no evidence of poorer clinical outcome in patients discharged by the 
nearest relative, suggesting that in some cases mental health services may be over­
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cautious, detaining people for longer than is necessary, and that relatives may be as 
good as, or even better than psychiatrists in judging the appropriate time for discharge.
The literature considered so far does not present a positive case for involving carers in 
the Mental Health Act, suggesting they are either too keen to deprive a service user of 
their liberty for their own benefits, or asking if they place the service user or others in 
danger by discharging them too early. Some writers however have favoured greater 
involvement of carers. Laffont and Priest (1992) discuss differences between English 
and French mental health legislation, noting particularly the more central role played 
by family members in France -  in most cases, a request for admission signed by the 
family is the most important document in the French legislation. They argue that this 
increased role for the family is particularly relevant at a time when there is much 
emphasis on community care, with pressure on families to care for their relatives at 
home, proposing that the family is most aware of the patient’s needs. They suggest 
that in England relatives often feel unsupported when they ask for help from doctors, 
only to be told the patient is ‘not yet sectionable’. In France families are more likely 
to feel their voices are heard and that they are able to obtain treatment for their 
relative. Although they do consider that it may not be in the best interests of the 
patient for their family to be so closely involved, they unfortunately fail to consider 
the impact upon the relative. It is of interest that carers in the study by Manktelow et 
a l (2002) (see below) were not particularly satisfied with being asked to take such a 
central role in the detention of their relative.
The view from inside (carers experience o f the Mental Health Act). What is 
the carer’s view of sectioning? There is only a very limited amount of research in this 
area, however the research that does exist tends to highlight negative experiences.
Firstly, carers express concerns about being involved in Mental Health Act 
assessments because they believe their relationship with their friend or relative may be 
damaged. Carers UK note that carers have reported being blamed by the person they 
support for being sectioned, and this has damaged their relationship. They would 
have preferred for someone else to perform the duties of nearest relative (Carers UK, 
2002). Likewise, Rethink note that the use of the Mental Health Act would be a last
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resort for most carers, and that it could have a negative impact on their future 
relationship with the person they support (Rethink, 2000).
Manktelow et al. (2002) included carers in their survey of the work of approved social 
workers (ASWs) in Northern Ireland. Five out of the six carers in this study had very 
little knowledge of the role of ASWs, and carers strongly criticised the laek of 
alternatives to hospital admission. Carers were also particularly critical of being 
asked to apply for admission themselves (although this is rare in England and Wales) 
explaining how they had been asked to sign forms because it would take too long to 
get a social worker, but that this had been a particularly upsetting experience, and 
could lead to their relative blaming them for their detention.
Thus, although carers may have particular wishes for how their relative or friend is 
treated, they may often wish not to be officially associated with decisions which lead 
to them being detained. There is a strong possibility that such direct involvement 
could be particularly upsetting for both service user, who feels let down by the person 
they felt would always be on their side, and for the carer who feels guilt both at being 
unable to cope with caring for their relative, and at agreeing for them to be detained. 
The relationship between the service user and their carers could be vulnerable in these 
situations and, given the important role played by informal carers, it would be in the 
best interests of all concerned that mental health services do all they can to avoid 
damage to this relationship.
Secondly, carers report that they do not have enough information about the process of 
Mental Health Act assessments, nor do they feel sufficiently listened to by mental 
health services.
Adams and Hafner (1991) investigated the views of patients and carers on involuntary 
treatment in Australia. In their sample, 70% of carers thought ‘guardianship’ 
(involuntary treatment) had been helpful for their relative (patient). Carers reported 
that guardianship had led to symptomatic improvement and enhanced general well 
being for their relative, which in turn led to improved relationships between them, and 
in the family more generally. Relatives made a number of complaints about
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guardianship boards including that they encouraged patients’ dependency, were too 
formal and intimidating, and that they failed to consult relatives in sufficient depth. 
Marriott et a/, ’s (2001) UK study of the views of people involved in the Mental Health 
Act, which included carers as well as professionals and service users, concluded that 
carers require more and better information about their rights and responsibilities in 
order to be able to carry these out effectively (although unfortunately it is unclear 
whose view this was).
Clarke (2006), writing about her experiences as a carer has described how the 
sectioning process brought forth in her feelings of vulnerability and helplessness in the 
face of the power of professionals. She expresses concern that through government 
treatment recommendations and the use of “coercive sectioning” her son is 
disempowered and loses any choice over his treatment. Clarke (2006) experiences 
disempowerment in the face of professional power, seeing the process of sectioning as 
coercive, and as damaging to the relationships between herself and professionals. Is 
this the experience of a person who has looked to psychiatric services to relieve them 
of the burden of coping with their relative (as Szasz suggests)? I would argue that 
rather it is the experience of someone who is desperate to help her son get good care, 
but is met with a professional system that does not accept her involvement, knowledge 
and experience.
An Analogy: Family Carers Making Decisions About Placing an Elderly Relative in 
Residential Care
Given the relative paucity of research into the views and experiences of carers 
involved in the Mental Health Act, I will draw on an analogy where more research is 
available. There is a better-developed literature regarding the experiences of carers’ 
when deciding to place an elderly relative in residential care. This represents a good 
analogy, because in both cases carers will be having to decide at which point they are 
finding it too difficult to manage caring for their relative, and at which point it is in the 
best interests of their relative for them to hand over to professional carers. For the 
client (or older person) both situations involve their removal from a familiar home to 
an unfamiliar institutional setting, and are associated with loss of independence and 
freedom.
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There are also important differences: the decision to place an elderly relative in a 
residential care setting is likely to be permanent, whereas detention under the Mental 
Health Act is usually temporary (although service users may not experience it as 
such). Decisions about residential care placement for older people also have the 
potential to be considered and planned over a longer period of time, although, as we 
see in the research below, it is more common for such decisions to be taken at a time 
of crisis. It is possible to choose and potentially change the home if it proves 
unsatisfactory, and moving to residential care would not have the same stigmatising 
effect as being sectioned.
Common themes arising from studies in this area include having a sense of not doing 
one’s duty, resisting the idea of placement and having to make a decision at a time of 
crisis, not receiving adequate information, and feeling loss of control.
Ryan and Scullion (2000) note that a decision to place a relative in a nursing home 
often follows many years of providing care themselves, and may be seen as failure to 
fulfil one’s family duty. They suggest that both older people and carers refuse to 
contemplate nursing home placement until the last minute, seeing it as a final 
desperate step after attempts to provide care at home have broken down.
In their grounded theory study Ryan and Scullion (2000) investigated three aspects of 
nursing home placement: factors leading to placement, the decision making process 
associated with placement, and carers’ thoughts and feelings about the placement. 
Most carers said they held off placement for as long as possible but could no longer 
cope with caring for their relative. In terms of the decision making process, many 
carers appeared to distance themselves from the decision, for example citing that it 
was on the advice of their GP. Finally, in terms of the carers’ personal experiences, 
some carers reported relief and general satisfaction with the decision because their 
relative was well looked after, but many experienced both positive and negative 
feelings.
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Dellasega and Mastrian (1995) found that carers making a decision to place their 
relative in a nursing home felt advice given by healthcare professionals was 
inadequate or even detrimental, and they felt pressurised to act quickly, with 
inadequate time to make necessary preparations.
Wright (2000) examined the roles that family caregivers take in residential care 
homes. The most commonly identified role was checking the quality of care. A 
second major role was offering companionship. Spouses tended to visit more often 
than offspring. Offspring reported either no change in their relationship with their 
parent, or an improvement following admission to the residential care setting, whereas 
most spouses felt their relationship deteriorated.
Relating some of these aspects to experiences of carer burden, a large number of 
studies have found that residential placement has failed to reduce carers’ burden (e.g. 
Papastavrou et a l, 2007). However Gaugler et a l (2004) found that carers who 
visited relatives in nursing care more often experienced less subjective burden. They 
proposed that this may be due to carers experiencing positive exchanges with their 
relative, and also because they felt able to check the quality of care. Further they 
suggested that where increases in carer burden did occur, this is likely to be due to 
guilt about placement or dissatisfaction with the care provided.
Davies and Nolan (2003) describe how admission to care homes almost invariably 
provokes feelings of hostility and negativity amongst both older people and their 
carers, and as a result the prospect of admission is seldom discussed openly, and often 
left to the last minute. In this qualitative investigation carers described a number of 
factors that led them to resist placement for as long as possible. These included 
feelings of responsibility or duty, vs a^nting to do the right thing, and negative views of 
nursing homes as portrayed in the media or from personal experience.
Others have linked failure to contemplate placement to higher levels of carer burden 
and the use of avoidant coping strategies by carers (Smith, 2004a).
In a concept not disimilar to that of expressed-emotion, Kitwood (1997) writes about a 
number of unhelpful practices that he commonly observed in the care of people with
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dementia. He terms these practices malignant social psychology. He suggests that 
practices such as infantalisation, stigmatisation, labelling, invalidation, and others 
deny the person with dementia their status as a person, and prevent them from taking 
action or having a voice. Although Kitwood’s (1997) work concentrates on practices 
in formal care settings, others have noted that similar processes may be at work in 
informal care relationships (Blum, 1994).
However in contrast with this Clarke (1999) investigated ways in which carers of 
people with dementia maintain their relationship with the person they care for. She 
identified the importance for carers of defining the caregiving relationship as normal 
for them. Services may help carers to normalise their relationship for example by 
providing respite care, which allows the carer to continue their normal activities, or by 
helping carers identify solutions to problems they face. However professional 
involvement may also risk devaluing the person with dementia as a person, by 
focusing on the prognosis and problems of the disorder. Clarke (1999) concluded 
from her study that health and social care is let in to people lives by carers rather than 
being imposed by professionals, and so rather than consider how carers can fit into 
professional services, providers should instead consider how their services can fit into 
family caregiving.
The process of assessment and detention of a person under the Mental Health Act can 
be seen in this context as healthcare being imposed on the family, devaluing the status 
of the detained person as a person, and undermining the attempts of carers to 
normalise their relationship with the relative they care for. It may also be predicted 
that carers who experience more burden would be less likely to consider approaching 
services for intervention, making compulsory intervention at a time of crisis more 
likely.
Summary. We know from research into the views of carers involved with the 
Mental Health Act that they would resist the use of the Mental Health Act for fear it 
would damage their relationship with their relative, and they would prefer not to be 
closely involved with the process, however they do feel they would benefit from more 
information, and would like mental health services to better listen to them. From the
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analogy of families deciding on nursing home placements, we might also expect that 
carers’ resistance of using the Mental Health Act might leave them having to make 
rushed decisions at a time of crisis, and result in poor opportunities for exploring 
alternatives. We can also expect that carers would experience mixed emotions of 
guilt, sadness and relief, and also a sense of loss of control and disempowerment.
Rationale for this Study
Current priorities in mental health practice are changing to emphasise the role 
of informal carers as co-experts and partners (Department of health, 2002). It is 
important therefore to understand how carers are experiencing interactions with 
healthcare professionals. Detaining a person under the Mental Health Act is a 
particular type of healthcare interaction that has the potential to be stigmatising and to 
damage the relationship between carers and their relatives, however little is know 
about how informal carers experience this process. A better understanding of this 
experience should enable healthcare professionals to improve the ways they engage 
with carers in such situations.
A qualitative methodology was considered most appropriate for this study. The main 
reasons being that such methodologies allow participants to express what is most 
important about their experience without strict questions being imposed by the 
researcher, and because such methodologies allow for an in-depth analysis of 
participants’ experience. It is particularly important to understand carers’ subjective 
experience, because carers often report that they feel professionals have not listened to 
or understood them (e.g. Harden, 2005). The particular methodology selected for this 
study was interpretative phenomenological analysis (IPA).
Research Question
IP A researchers aim to construct broad research questions which lead to the 
collection of expansive data (Smith, 2004b). The current study aims to investigate the 
experiences of carers of people who have been detained under the Mental Health Act 
by asking the following research question.
What is the experience of carers when the person they care for is assessed and 
detained under the Mental Health Act?
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Method
Qualitative Methodology
Qualitative research methodologies have a number of characteristics that 
differentiate them from quantitative methodologies. Chief amongst these are that 
qualitative methodologies ask questions that attempt to broaden out understanding 
rather than narrow down or specify understanding. Thus while quantitative methods 
set out to test hypotheses, qualitative methods usually generate hypotheses in an 
iterative process. Qualitative methodologies are concerned with in-depth analysis of 
data from small samples, and as such do not aim to achieve representativeness 
(Barbour and Barbour, 2003). A qualitative methodology was considered most 
appropriate for this study given the limited research literature available in this topic 
area, requiring a methodology for generating rather than testing hypotheses.
Rationale for Using IP A
IP A is idiographic in that it is concerned with the detailed exploration of a 
small sample, it is inductive as it is conducted in such a way that allows unanticipated 
topics to emerge during analysis, it is also interrogative in that findings are discussed 
in relation to the extant psychological literature. It is a key aim of IP A to make a 
contribution to psychology through interrogating and illuminating existing research 
(Smith, 2004b).
IP A seeks to explore the ways participants make sense of their experiences, by 
looking at their account of the processes they have been through. It is 
phenomenological in that it is concerned with individuals subjective reports, rather 
than the formulation of objective accounts, and is interpretive in that it recognises that 
access to these reports is dependant upon and complicated by the researchers 
conceptions and ability to reflect and analyse (Broki and Wearden, 2006).
Ponterotto (2005) notes that psychology has been dominated by positivist research 
paradigms that posit that there is one true, identifiable reality, and that the use of large 
samples in research allows for the suppression of idiosyncrasies in the data leading to 
the discovery of general causes and ultimate laws. Ponterotto (2005) further 
characterises a continuum of research paradigms including post-positivism, 
constructivism-interpretivism, and critical-ideological paradigms. I will briefly
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summarise Ponterotto’s (2005) review of these paradigms, before explicating my own 
relation to this.
Post-positivism (sometimes termed critical realism) suggests that there is one 
objective reality, but that it is only imperfectly apprehendable (one cannot fully 
capture ‘true reality’). Nonetheless, post-positivist paradigms retain the goals of 
prediction and control, and the linear causality that characterise positivism (Poterotto, 
2005).
Constructivist or interpretivist paradigms however, hold that there are multiple 
apprehendable realities, which are equally valid. Reality is held to be constructed in 
the mind of the individual, and thus research endeavours are aimed at understanding 
individuals ‘lived experiences’. The interaction between researcher and participant is 
important because it stimulates in the participant a process of reflection that can bring 
to the surface deeper meanings (Poterotto, 2005).
Critieal-ideological paradigms also hold that there are multiple apprehendable 
realities. However, in these paradigms there is emphasis on the role of power relations 
and social and historical context in mediating the construction o f ‘lived experience’ 
(Poterotto, 2005).
In terms of my own beliefs I would take a stance that is broadly in keeping with 
constructivist paradigms. I would agree that there are multiple equally valid realities, 
which are constructed in the mind of the individual, but believe that individuals would 
usually keep stable their beliefs across most contexts and relationships. I believe that 
these realities are only imperfectly knowable, and so would emphasise the importance 
of collaboration between researcher and participant in understanding their 
experiences. Following from this, I believe it is impossible for the researcher to 
eliminate the influence of his beliefs and opinions, but should acknowledge, describe, 
and ‘bracket’ his relevant beliefs and experiences. I think these beliefs fit well with 
the IP A method.
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Participants
Inclusion Criteria. Participants were carers of people who had been detained 
under the Mental Health Act. The definition of a carer is not particularly clear, and so 
carers included in this study were those identified by clients of the community mental 
health team as their carer. The principle inclusion criteria were that the person who 
participants cared for had been detained under the Mental Health Act in the past five 
years, but not within the past six months. I placed these criteria with the aim that 
participants would be able to recall their experiences of the Mental Health Act 
assessment, but would also have had time to begin making sense and meaning of their 
experiences.
Recruitment. When recruiting participants for qualitative research, the aim is 
not to achieve a sample that is generally representative of the population it is drawn 
from, but rather to achieve a sample which possesses characteristics which are 
believed to be important to the topic under investigation (Broki and Wearden, 2006). 
Factors believed to be of particular importance here are the type of relationship 
between carer and service user (i.e. parent, spouse, sibling, offspring, friend), and past 
history of admissions to hospital (i.e. how many times the service user has been 
detained). Attempts were made during recruitment to achieve as wide as possible 
representation of these factors in the sample.
Participants were recruited via three community mental health teams. An outline of 
the study was presented at the teams’ business meetings, and team members asked to 
identify suitable participants. When potential participants were identified, the service 
user’s care-coordinator contacted the carer to explain the study and provided them 
with an information sheet (see appendix 1). If the carer was interested in 
participating, the care-coordinator made arrangements for the researcher to contact the 
participant to make arrangements to meet and conduct an interview.
Demographic Details. Brief demographic details for each participant are 
summarised in the table below.
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Name
(pseudonym)
Gender Age Ethnicity Relationship 
to service 
user.
Number of 
experiences of 
the Mental 
Health Act.
Frank Male 50-60 White British Father 1
Jennifer Female 50-60 White British Mother 2
Pamela Female 30-40 Black British Sister 1
Peter Male 70-80 White British Husband More than 10
Linda' Female 60-70 White British Mother 1
Neil' Male 60-70 White British Father 1
Ian Male 50-60 White British Father 1
Kevin Male 60-70 White British Father More than 3
Amanda Female 50-60 White British Mother More than 3
' Linda and Nei (wife anc husband) were interviewed together.
Table 1. Demographic details of participants.
Interview Schedule
An interview schedule was used to guide the interview (see Appendix 2). This 
schedule was developed in accordance with guidelines from Smith (1995). Two 
people who had experienced their relative being detained under the Mental Health Act 
(MHA) were consulted to gain their views of the interview schedule. They suggested 
the initial interview schedule leant heavily towards negative aspects of the process of 
MHA assessment, and might prejudice participants to report only negative aspects of 
their experience. These comments were incorporated in the final version of the 
schedule. The interview schedule included questions about the practical aspects of the 
MHA and the events leading up to their relative being sectioned, their knowledge of 
the MHA, their personal experience of sectioning, the role of professionals in their 
experience, positive and negative aspects of sectioning, their experience while their 
relative was in hospital, and the impact upon their relationship with their relative (see 
appendix 2).
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Procedure
Face-to-face semi-structured interviews were conducted with all participants, 
and all interviews were audio recorded. Interviews were conducted at the base of the 
community mental health teams, or at the participant’s home. At the beginning of the 
interview participants were asked to complete a consent form, their understanding of 
the information sheet was checked, and they were encouraged to ask questions. They 
were also encouraged to make a plan for managing their distress if they found taking 
part in the study upsetting.
At the end of the interview participants were asked to indicate if they would like to 
receive a written summary of the findings, and if they would be willing to give 
feedback.
Analytic Strategy
The following outlines the steps taken in analysis (after Smith et a l, 1999). 
The first transcript was read a number of times and anything that appeared significant 
or interesting was noted in the left hand margin. At this stage in the analysis the 
researcher was particularly interested to note the appraisals carers made about their 
situation, the ways they attempted to cope with the challenges they faced, and the 
ways they related to others, particularly their relative. In later readings, the researcher 
began to note emerging themes in the right margin, here attempting to pull together 
related concepts and experiences. The emerging themes were listed, and examined for 
connections or possible groupings of themes. At this stage the themes were grouped 
chronologically (e.g. prior to sectioning, the sectioning process etc.). Throughout this 
process grouping of themes were checked against the transcript to ensure they were 
supported by the data.
The same process was completed by both the researcher and their supervisor for the 
first two transcripts, who met to discuss the themes they felt had emerged from the 
data. This allowed the researcher to consider alternative interpretations of the data 
and so enhance the credibility of the results.
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A master list of themes was produced, and this was used to begin analysis of the 
remaining transcripts. Throughout this process the researcher ensured they remained 
open to new themes emerging from the transcripts. Where new themes emerged they 
were checked against earlier transcripts.
When all transcripts had been analysed a final list of themes was produced (again this 
was discussed between the researcher and supervisor), which was then used as the 
basis for writing the narrative report of the analysis. Here it became clear that there 
were commonalities that existed across the chronological groupings used earlier in the 
analysis, and so themes were reorganised according to these concepts, with the 
chronological groupings being retained as subthemes. Deciding which themes 
remained, and which might be dropped was not purely based on their prevalence 
within the data (quantity) but also on factors such as richness of passages that 
highlight the themes, and how each theme helps to illuminate other aspects of the 
account (quality).
Ethical Considerations
The study has been reviewed and received favourable opinion from both the 
London Surrey Borders local research ethics committee (NHS) and University of 
Surrey, School of Human Sciences ethics committee.
Study Participants. Potential participants were asked to read an information 
sheet (see appendix 1) and were encouraged to ask questions before signing a form 
(see appendix 3) indicating their informed consent to taking part. Participants were 
reminded that their name and personal details would be changed so they could not be 
identified.
The main ethical consideration with regards to participants was that they might find 
discussing their experiences distressing. This possibility was brought to participant’s 
attention in the information sheet, and was discussed at the interview. Participants 
were encouraged to discuss how they would manage the interview if they became 
distressed. Furthermore, a follow up contact with participants was offered if  they felt 
this necessary, with referral to voluntary counselling organisations if participants 
required further support.
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Cared for person. A major concern also arose about the rights of the person 
cared for by the participant. The participant would be sharing information about the 
person they cared for in the interviews, and I wondered if it was necessary to seek 
their permission for their carer to participate. Changes in legislation and philosophy 
in the NHS during the recent years have increasingly emphasised the importance of 
responding to the needs of carers in their own right, and this must surely extend to 
their right to participate in research. I believed therefore that it was not necessary to 
seek approval from service users for their carer to take part, although I did think it 
important to remain vigilant of their needs. To this end, the information sheet 
encouraged participants to discuss the study with relatives and friends. Additionally, 
care coordinators were asked to consider the likely impact upon the service user 
before inviting their carer to participate. Finally, as I had worked with the teams 
involved, I felt it would be necessary to seek the permission of service users in cases 
where previously I had direct clinical contact with them.
Research Quality Checks
Qualitative research methods derive from a paradigm that has as a central tenet 
the existence of multiple realities, and it follows that there are not strict rules about 
‘how to do’ a particular research method. This has led to criticisms that qualitative 
methods lack rigour, or cannot be evaluated. However, recently the qualitative 
research community have begun address this issue. Yardley (2000) highlights the 
importance of explicating context, prolonged engagement with the topic, and 
demonstrating reflexivity and transparency. Meanwhile, Elliott et al. (1999) propose 
seven guidelines of particular pertinence to qualitative research: Owning ones own 
perspective, situating the sample, grounding in examples, providing credibility checks, 
coherence, accomplishing general versus specific research tasks, and resonating with 
the reader. I have employed specific effort to address four of these guidelines as 
detailed below.
Situating the sample. In IP A, the aim is to gain a detailed understanding of the 
experience of a small homogenous group of participants and so we should know 
something about the group whose experiences the findings represent. Brief details
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about the organisations involved in this research, and demographic details of the 
participants are given above in order to assist the reader in understanding the context. 
Only limited detail is given to maintain confidentiality.
Grounding in examples. As the analytic process proceeds, general themes are 
generated which apply to a number of participants. There is a danger that in moving 
to a more general and abstract level of representation, themes can drift away from the 
experience of the participants. To guard against this all themes and sub-themes are 
checked against the data and quotes are used to illustrate how themes represent 
participants’ experience.
Providing credibility checks. Themes were presented and discussed with 
research supervisors and other colleagues to ensure that they are grounded in the data, 
and that interpretations were credible.
Feedback has also been obtained from participants to ensure that interpretations are 
credible to this group (see appendix 4). This feedback is evaluated in the discussion 
section.
Owning ones own perspective - bracketing my own beliefs and opinions. IP A 
acknowledges the impact of one’s own beliefs and assumptions throughout the 
research process. This applies to the choice of research area and research questions, 
decisions about recruitment, the way in which data are collected, the development of 
interview schedules, and probably most importantly the analysis. The researcher 
should aim to identify their beliefs and opinions about the topic under investigation, 
and hold these in mind throughout. If suecessful, the researcher might then be able to 
enquire of themselves how their beliefs have led them to privilege particular 
understandings, what other understandings they may have ignored, and what action 
they could take to remain open to these. My relevant beliefs and opinions are outlined 
below.
I believe that all experiences occur in relation to others, and that the interplay between 
people’s behaviour, their intentions, and the perceptions others have about their 
behaviour and intentions is crucial in determining peoples’ experience of situations.
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In my clinical work I have met people who have been detained under the MHA, and 
have heard them talk about how their experiences of mental distress, and compulsory 
treatment in hospital have impacted upon themselves, and their relationship with the 
people who care for them (parents, spouses, etc.). I have not heard what impact those 
people who care experience in these same situations.
I have noticed how it is easy for professionals (myself included) to concentrate their 
attention on service users at times of crisis, and how this can exclude carers. Indeed 
as carers become increasingly worried about their relative, their pleas for help can be 
construed by professionals as a drain on their precious time, or as ‘over-involvement’, 
or ‘making the situation worse’.
I have experienced myself, as a carer of my partner in a physical health setting what it 
is to feel helpless in the face of serious illness, and to experience the marginalisation 
of the concerns and opinions of my partner and myself. This I held in tension with 
wanting to allow my partner to do things her way, and not get too involved where she 
wouldn’t want me to.
I believe that services must pay attention to carers’ views. Where service users are 
unable to make themselves heard, carers should be considered as good advocates 
(unless there is evidence otherwise). I believe it is time for professionals and services 
to abandon ideas of carers as interfering, over-involved, or making things worse, and 
instead view them as potentially helpful, even vital partners in helping service users 
recover.
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Results
This section presents three themes that emerged from the analysis of the data. These 
have been named ‘relationships’, ‘control’, and ‘vicarious distress’. The structure of 
themes and subthemes are presented below.
1. Relationships
1.1. Relationships already breaking down as part of the persons’ illness
1.2. The impact of sectioning and hospitalisation on the relationship
1.3. Relationship improving naturally, and as part of recovery
2. Control
2.1. Attempting to take control of the situation
2.2. Relinquishing control
2.3. Helplessness while their relative was in hospital
2.4. Retaking or renegotiating control
3. Vicarious Distress
3.1. Could we nip it in the bud?
3.2. Avoiding sectioning, or treating sectioning as a last resort
3.3. The emotional experience of the sectioning process
3.4. Lost aspiration and lost independence
Table 2: Themes and subthemes.
It became clear during interviews and analysis that participants did not view the 
moment when their relative was sectioned as a separate event, but rather as part of the 
whole experience of living with someone who is becoming unwell. For some 
participants the sectioning of their relative had been experienced as highly significant, 
such as the participant who described it as “the worst day of his life”, while for others 
it was less important, such as the participant who expressed surprise at the focus of the 
interview on sectioning when she had experienced this as “just practical and 
straightforward”. It is of particular interest to qualitative researchers to highlight 
diversity and complexity in understanding the topic under investigation, and I have 
attempted to illustrate this in the themes below.
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1. : Relationships
Participants experienced changes in their relationship with their relative during 
the time when their relative was becoming unwell and was eventually sectioned. This 
was perceived by participants as attributable mainly to their relative’s illness, because 
they first noticed changes in their relationship in the context of early changes in their 
relative’s behaviour as they became unwell. Some, but not all participants felt the 
sectioning of their relative brought about further deterioration in their relationship, and 
all participants remarked on how their relationship had improved as their relative 
recovered from illness.
1.1: Relationship already breaking down as part o f  the person’s illness
For most participants, their relationship with their relative had already started 
to change and deteriorate as part of the illness their relative was experiencing. Carers 
experienced their relative becoming isolated, difficult to reach, and at times angry or 
abusive. Where the relationship became marked by anger or aggression this was 
clearly distressing for the participants, and they could start to take things more 
personally.
“He was very anti us, at around that time...and very very isolated, just locked himself 
in his room, we couldn’t communicate with him. When he did start to talk to us it was 
with wild accusations... he was very angry indeed but we never really thought it was 
personal. It was just part o f his being so depressed and so ill. ” (Jennifer)
“He was very verbally abusive to us. Swearing. He had a contretemps with [my 
husband], which could have got nasty. He was very rude... we have always loved and 
supported him and I  think ... when he was turned around in his character he was 
taking it out on us. ” (Linda)
Another participant, while talking about the changes in his relationship with his son, 
became overwhelmed by the memories of difficult interactions, showing the strong 
impact that his experiences still had.
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“There was a time when he tried to push me over the top o f the stairs...he got hugely 
abusive and angry... Fm sorry Fve lost my thread a bit. This is just like some 
memories came back and sort o f spilled out... ’’(Frank).
1.2: The Impact o f Sectioning and Hospitalisation on the Relationship
For most participants, the time when their relative was in hospital saw the 
relationship between them become particularly strained. Participants attributed the act 
of sectioning, which often involved authoritarian figures such as police, as further 
damaging the relationship with their relative. Sectioning was against the will of the 
patient and the fact that the carers were involved in getting them sectioned was often 
perceived as contributing to the negative impact on their relationship.
“We knew it would certainly initially be damaging, and maybe even damaging in the 
long term, because as he was being led out the house handcuffed to a policeman on 
the day he was sectioned, he turned round and said to me T’ll kill you for this ’. /  
didn’t take him seriously, it was still very hurtful and shocking thing for him to say” 
(Frank)
"'Once he saw the police, he was like, basically Fm turning against him.... I  went to 
see him straight away. He just said T don’t understand, why? ’ I  just cried... I  just felt 
gutted for him and why have I  done this to him? ” (Pamela)
Participants reported that their relative blamed them for their being hospitalised and 
reftised to see them because of this. The relationship between carer and patient 
remained strained during hospitalisation, and this contributed to carers feeling unable 
to participate in helping their relative for fear their actions would further damage their 
relationship. Some participants felt it was better if they were not involved in 
sectioning, and found services supported this, as a way of protecting their relationship 
with their relative.
“Every time we went to visit him it would be so disappointing going in when we 
wouldjust get verbal abuse all o f  the time. But then gradually, especially when he 
went to [the second hospital] he would calm down. ” (Linda).
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“He has sometimes, rarely, said yo u ’ve put me here, which o f course has been true. I  
think this is sometimes why they don 7 want me involved when he’s admitted, so it 
doesn Y seem as though i t ’s completely me. ” (Amanda)
“The psychiatrists are very good. They have said look this is our responsibility, we 
take the flak ... stand back. In that sense i t ’s very good. ” (Peter)
Despite these relationship difficulties, participants continued to visit their relative in 
hospital, even where they refused to see them. This seemed important for participants, 
showing their relative they were still there for them and ready to re-establish their 
relationship together when their relative felt ready and able. It also ensured they 
would be around to capitalise on any improvement in their relative’s condition.
“He didn Y want to see us. So we let that be... We kept going to see him anyway and 
took no notice... ” (Jennifer).
“We used to visit him obviously every day or couple o f days andjust be there just 
present for him... I  suppose we just lookedfor signs whenever we visited him , any 
spark o f improvement” (Kevin).
1.3: Relationship Improving Naturally, and as Part o f Recovery
Participants reported the relationship with their relative had recovered from 
any difficulties that were experienced either as part of the illness, or as a result of 
sectioning. For some the difficulties in their relationship with their relative had been 
quite fleeting, returning to normal naturally, even after a few days.
“... he was very unhappy with me for a day or two, ...He doesn Y hold it against me at 
all. At least i f  he does it doesn Y show ” (Ian).
“...he doesn Y hold things against me. I  can Y see that it has [affected our 
relationship] really in the long term, it might have done briefly. Not very often 
considering the number o f times he’s been sectioned. ” (Amanda).
Major Research Project
173
Participants attributed the return of a normal relationship as part of a natural healing 
process, or as part of recovery from illness. Some did not feel they had done anything 
in particular to repair their relationship.
“By which time his attitude to us was changing, softening. ...Once the good 
medication started to have an effect the relationship was back to normal and we had a 
good relationship... ” (Jennifer).
“We take our leadfrom him quite a bit I  think, ...In general his relationship with us is 
good now. ...We’ve rebuilt our relationship. He can be extremely loving now as he 
was before. ” (Frank).
“Yeah I  think it just repaired itself naturally ... It healed” (Neil).
Participants also felt that although this was a natural process, it was also important to 
create the right environment in which this could take place. Largely this involved 
‘just being there’ for their relative, keeping open the pathway for re-establishing their 
relationship. There was also a desire to make things at home as ‘normal as possible’ 
and not put too much pressure on their relative to repair the relationship quickly. 
Eventually, participants believed their loved one had come to understand why they 
had been sectioned, and that this had been in their best interests. This could help to 
repair the damage done to the relationship, and in some cases was thought to have 
strengthened it.
“...we just tried to be as supportive as we could. Tried to understand him as much as 
possible. Tried to be around him as much as possible and include him as much as 
possible in things. Just normal things, and perhaps most importantly we didn’t expect 
anything o f  him. ” (Frank)
Neil described their responses to their relative as ‘tough love, rendered rather late’ and 
said “I  think i t’s probably strengthened the relationship now. I  think he realises that 
we did stand by him. ”
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2: Control
Participants moved through different phases with regards to the amount of 
control they felt they had over the situation of their relative’s distress and their 
treatment by services. For most participants the phases progressed as follows: initially 
trying to take control, then having to relinquish control to services, often a period of 
helplessness, whilst their relative was in hospital, and finally a retaking and 
renegotiating of control between carers, service users and services.
2.1: Attempting to Take Control o f  the Situation
At the outset, when faced with their relative’s distress or unusual behaviour, 
participants made efforts to take control of the situation by organising help for them. 
For many participants this was their first experience of such a situation, and they did 
not know where to turn to get help. In their attempts to control the situation, 
participants encountered difficulties when approaching professionals. It was difficult 
to persuade professional services to offer help, particularly if the person they were 
concerned about would not seek help themselves. Participants experienced frustration 
at this, but some also said they understood the need to protect the confidentiality of 
their relative as a potential service user. More frustration sometimes followed: even 
when the involvement of mental health services had been secured, participants found 
it difficult to persuade them to take action.
“I  didn’t know what to do, I  phoned GPs, we have a friend who’s a GP ... I  said what 
should we do, who should we go to about this? ” (Amanda).
“ ...we couldn Y get any help from our GP because o f the confidentiality situation, he 
could do nothing for us. So that was the first time o f  extreme frustration... So we were 
going continuously saying ‘what can we do? How can we help him? ’ and they were 
saying ‘ we can Y help you, we need to see the patient’. (Jennifer).
“ ...to get him any help in the first place was really difficult, and we just had to fight 
tooth and nail to get anywhere. We had to keep asking and asking. ...[I] fe lt like I  
had to fight his corner, because he wasn Y going to do it for himself. ” (Frank).
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By contrast. One participant, Peter, who had more than 20 years experience of his 
wife being sectioned multiple times, reported how ongoing involvement of the mental 
health team allowed help to be provided much more easily. “The mental health nurse 
was extremely valuable in providing a link. This is in contrast to previous times when 
she has been sectioned. There was no coordination ...a t all. 1 was just trying to get 
through to GPs or psychiatrists and all stalling mechanisms came in. ”
2.2: Relinquishing Control
For all participants, there came a point where the distress of their relative, and 
the associated difficulties became so serious that mental health services agreed to step 
in and provide inpatient care. For many participants, handing over control of the 
situation to professional services made a great deal of sense, because they no longer 
felt able to manage the situation. Participants saw services as providing an 
intervention that they could not, and felt that treatment under section was the best 
thing for their relative at the time. One participant commented, “I  think we just 
accepted that the professionals knew best. ” (Kevin).
“my wife has a need which lean provide for up to a certain level. After that there is a 
professional team to take over... [my role is] just to blow the whistle and stand back. ” 
(Peter).
“I  think they just told me he was sufficiently ill to be sectioned. He needed to have 
care, ...so  the best thing was to be sectioned. That wasn ’t a big deal, it really 
wasn 7. ” (Jennifer)
For others, there was a sense of having control wrested away from them and the 
situation getting more out of hand. The process of their relative being sectioned was 
seen as a significant event for which they had not been prepared, having hoped their 
relative’s difficulties might be resolved more informally.
“It ju st seemed so aw ful... like a sledgehammer to crack a nut sort o f  thing, it just 
seemed so over the top, ...and I  thought i f  it seems frightening and so awful to me.
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what must it be like for him... It was what we expected, but just didn 7 run smoothly 
enough... it was more traumatic than we expected. ” (Frank)
“We were only too pleased in a way ...we thought i f  the police came he would be 
sorted out.... Like us as innocents, we thought he would be made to go into hospital, 
he would take his pills and he would get better. We didn 7 realise it would be all this 
sectioning. ” (Neil)
Police officers were involved in the process of sectioning in a number of participant’s 
experiences, and in some cases this seemed to make the events more significant and 
serious for the participants. Police involvement could serve to make the process more 
visible to others, for example neighbours. It was thought to be a source of significant 
fear for the person being sectioned, and was seen to escalate the situation, and 
introduce extra difficulties to be coped with, particularly inducing higher levels of 
resistance in the person being sectioned, further contributing to a sense of loss of 
control for the participant.
“To have to get the police, and him looking at me and saying why am I  doing this to 
him, and he’s my brother. I  don 7 want the police to cart him o ff because h e’s not 
willing, because he is under section whatever. That was pretty traumatic for me to go 
through ” (Pamela)
2.3: Helplessness while their relative was in hospital
Once their relative had been admitted to hospital under section, participants 
remained heavily concerned about them and their care. Participants visited frequently, 
even where their relative was unwilling to see them. Most participants attended 
meetings on the ward with the psychiatrist and other staff. However, most described 
how dissatisfied they were with the care their relative received whilst under section. 
This dissatisfaction was both with resources available (e.g. condition of buildings) and 
with the quality of staff.
Participants felt they had handed over care of their relative to the mental health 
service, precisely because they would be better equipped and able to offer the right
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support, participants subsequently found services falling short of their expectations.
As though having brought in services to take over where they could not manage, they 
now felt services were not managing as well as they (the participants) could. Thus 
participants who no longer felt able to maintain control of a difficult situation became 
increasingly helpless as they watched their relative receiving what they felt was poor 
care, a situation they felt powerless to change. Physical resources were criticised by 
many participants, who felt there was an atmosphere on the wards that was not going 
to aid their relative’s recovery. Participants felt they had important information that 
could help staff offer better care to their relative, but this information was often 
ignored, or only partially listened to. Also it seemed very difficult to bring any 
concerns about the treatment to the attention of the team.
“ he said ‘you will help me come home, because I  am not going to get better in this 
place ” (Ian).
“...it’s ... physically an appalling place, a filthy disgusting place with very ill patients, 
so o f  course I  imagine [he was] very frightened. ...it’s still the same. The only 
difference now is that i t ’s in the new hospital, and i t ’s much cleaner, facilities are 
better. The staff is [sic] terrible, 1felt like I  was in a third world country... We 
complained very strongly when he escaped twice, but nobody took any notice. I  fe lt 
the staffing o f  the ward was hopeless. ” (Jennifer).
Even serious complaints were experienced as being ignored. Peter described how he 
believed his wife had experienced abuse from staff while under section. “Currently 
she has experienced some form o f abuse in the ward here. She’s been thrown to the 
floor, bruised. Complaints procedures were not followed. It was not recorded
Participants often felt their relative had been placed in an inappropriate setting when 
compared to other patients in the ward. Participants felt their relative was ill and 
needed to be sectioned, but was not as ill as the others in the same ward. They felt 
being in such an environment was detrimental to their relative’s recovery. Participants 
were also concerned their relative could be at risk of harm from others and felt their 
relative should be in a setting with people who were less unwell.
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“There were people that are really sick there and he wasn 7 that sick, he just needed 
to take his medication. Okay he needed to be sectioned, but where they actually 
sectioned him and with the people that they sectioned him with he didn 7 need to be 
there. ” (Pamela)
“ ...he’d  still have been amongst very ill people, some o f  whom were sometimes 
violent, some o f whom were just shouting all the time, terribly ill people. I  thought it 
was a pity there couldn 7 have been a differentiation in the wards. Some o f  the people 
shouldn 7 have been on that ward, they should have been at [another hospital]. ” 
(Jennifer).
However, one participant (Kevin) felt the relationships and interactions with other 
people who were being treated in the ward was very beneficial for his son. “I  guess 
the interrelationship between the various people in there being sectioned seemed to 
me a very supportive and very positive kind o f  ingredient in his improving at that time. 
The relationships he developed. ”
Overall, the care provided while the person was detained was thought to fall well 
below standard, provoking a good deal of disappointment, frustration and anger in 
carers. This seemed to raise the question, if this was the care that was offered, had it 
been worth the difficulties raised by the sectioning process in order to get here?
Jennifer expressed how she felt at the failings of the inpatient services to keep her son 
in the ward. “I  was extremely angry that they couldn 7 detain him. What good is being 
sectioned i f  physically you can 7 keep somebody on the premises? It was terribly 
negligent... I t ’s not very unusual that people want to leave. ”
2.4: Retaking or Renegotiating Control
As people started to recover, services began to make plans to discharge them 
from hospital and from section. For all except one participant, this meant their 
relative returning to live with them, at least initially. Participants, having handed over
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control to services and experiencing a sense of helplessness while their relative was in 
hospital, were now invited to take back responsibility and control.
Participants could find themselves caught between wanting their relative to leave 
hospital (of which they were quite critical), but also wanting to be sure they had 
received enough appropriate treatment so they were well enough to return home.
There was a strong sense of the importance of getting the timing right for discharge. 
Preparation for having their relative come back home was also important, although 
there was a wide variation in how well prepared they felt they were.
“ I  was the one that said I  think he should come home and my wife and the doctors 
said it is a bit early... all three o f us agreed that we would give it a try it was really on 
a trial basis. He came home and it wasn’t a problem. ” (Ian).
Frank explained how they felt completely unprepared for the return of their son. They 
did not feel they were given any advice on how to manage their son at home, or what 
to expect, “we hadn’t talked to anybody about how to deal with things when he came 
home. We felt unprepared ...we didn’t want any sort o f regression.. It was still a little 
frightening...we thought ‘shouldhe really stay in a bit longer? ’...we fe lt very much 
like w e’d been left in the dark to deal with it ourselves. Just fly  by the seat o f  our 
pants. That was a bit scary, but luckily it seemed to work out. ”
Neil felt that they had been well prepared for their son’s return, particularly by gradual 
visits home, “gradually he had been coming home for these visits. Which were 
great... it did get him back into the routine o f being home. ”
Information about causes and likely outcome was important for participants and, 
where good information was provided, carers could feel positive about retaking some 
control of the situation when their relative was discharged.
[I] went to a couple o f meetings there with some doctors, Ife lt that they tried to 
make me understand a little bit more as to what was going on. ” (Pamela).
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“It would have been good i f  w e’d had some kind o f idea o f what we were facing, and 
what kind o f  things could happen to our son. ” (Amanda).
When their relatives did return home, participants were faced with renegotiating 
arrangements in the household. Here they could be caught between wanting to make 
sure they took firm control of the situation to ensure their relative did not return to the 
ways that led to their sectioning in the first place, but also wanting to avoid causing 
upset of conflict with their relative for fear that this could also bring about a relapse.
“I  was like treading on eggshells, but my wife was more straightforward about it all. 
Like she said when he first came home, “we ’re going to have some house rules... I  
suppose we did make it clear that things were not going to carry on the way they were 
before. ” (Frank).
Many participants were parents caring for an adult child, and this brought into sharper 
focus the dilemma of attempting to retake control, encouraging their child to act in 
certain ways, or leaving them to make their own decisions. Some commented on the 
similarities between what might be considered normal behaviours in adolescence, and 
the behaviours that were construed as signs of mental illness in their child. They felt 
their child had perhaps missed out on some of their adolescence through their illness, 
and as a result might be living out their missed adolescence later, in their twenties, 
having recovered from the illness. There was awareness then of the difficulties 
associated with trying to keep an eye out for signs of relapse, whilst not placing their 
relative under excessive scrutiny.
“Now when I  do worry about him, i f  he’s not feeling well, ... i t ’s just being a mother. I  
remember tough love, just let him be. Let God look after him. So it has probably 
taught us a lesson too ” (Linda).
For Amanda, her son’s reluctance to engage with the mental health services, combined 
with her feeling that services only intervened in crisis situations left her feeling she 
held sole responsibility for her sons well-being. “Ifeel th a t... nobody apart from me 
is concerned about his deterioration. I t ’s usually left to m e...I’ve only ever had really
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emergency support, i t ’s the only time things have moved. And I  resent that. It just 
feels that because I ’ve been managing we ’re left to get on with it. ”
3: Vicarious Distress
All participants found the experience of their relative becoming ill and being 
sectioned very distressing. Although participants reported coping with a good deal of 
anger, sometimes aggression, and unusual behaviour from their relative, this did not 
represent a source of great difficulty for carers, rather their distress came from the fact 
that their relative was clearly in distress themselves, but at the same time would not 
allow anyone to help them.
3.1: Could we Nip it in the Bud?
Participants expressed hope that they would have been able to ‘nip the problem 
in the bud’. If they could get the right sort of help for their relative at an early stage, 
then something quite simple could have resolved their relative’s (and hence their own) 
distress. The desire was to find somebody who could build a rapport with their 
relative, or capture their respect, and use such a relationship to persuade them to 
accept help. This might have been to persuade them to go to hospital or take 
medication, or just to say the right things or handle the situation in the right way so the 
problems would ‘blow over’.
“He just needs someone who can come and can say the right things that can help him. 
Very often with the right handling these things can sort o f  blow over. ” (Ian)
“We said we want someone to come round and talk to him and see him, but we don’t 
really want him to be taken away unless that’s it, unless that’s all that can be 
done ...what I  really wanted was someone who would have a rapport with my son and 
in those early stages, someone who my son would feel comfortable with and could talk 
over some o f  the feelings that he had, ... 7 thought then we could sort o f nip it in the 
bud. ” (Frank)
“We were only too pleased in a way for the police to come because we thought i f  the 
police came he would be sorted out... I  wish he could have been not sectioned but
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willingly he persuaded to go into, to have his medication some way, i f  it involved a 
hospital... but he might have gone voluntarily. ” (Linda)
3.2: Avoiding sectioning or treating sectioning as a last resort
Some participants didn’t have concerns about their relative being sectioned, 
seeing it as just a way to get the help they needed. However, for others, the idea of 
their relative being detained was one that was actively avoided. It was felt that there 
could be stigma attached to sectioning, and the act of sectioning could have significant 
and lasting repercussions for the relationship between participants and their relative. 
Some had heard about the impact sectioning had had on other people they knew, or 
had been advised by others that it should be thought of as a last resort. However, 
participants did eventually agree to their relative being sectioned when they reached 
the conclusion that they could no longer tolerate the situation they were in, or where 
they felt some action was needed for fear of their relative coming to harm.
“We’d been advised by everybody, I  mean we actually had a senior social worker 
who lived next door to us and she had said you really don’t want to go down that 
route unless its absolutely really the last straw, and we were very much in agreement 
with that view anyway. ” (Frank).
“But then lean  see him dishevelled, really losing weight because he wasn 7 eating 
because everything is contaminated, and i f  he stays in there what’ll happen to him? So 
something needed to be done... ” (Pamela).
Although some participants had resisted sectioning initially, they later felt it had been 
the most appropriate action, helpful or even necessary for their relative to get better. 
They felt their initial reluctance had perhaps been a mistake, and that they should have 
agreed to take strong action to help their relative sooner.
“We thought he would be incarcerated there for an unlimited period. We weren 7 
quite sure whether there would be an end to it. I  think that was our reason fo r  it. As I  
said, there were one or two people who were very good to us and we talked and said it 
would be the best thing for him. There is no doubt about that. It was a case o f  tough
Major Research Project
183
love. But we weren 7 convinced at all. Having heard other stories o f people who had 
been sectioned 1 suppose. But we were wrong. We admit that. ” (Neil).
3.3: The emotional experience o f  the sectioning process
The emotional experience of sectioning was a mixed one for participants. 
Largely participants felt relief that their relative was going to get the care and help 
they needed, but this was often mixed with sadness that the situation had reached such 
an advanced stage, fear and apprehension about how the situation would resolve, or 
guilt at having been involved in depriving their relative of their liberty.
“I t ’s a relief because it’s gone beyond the stage when lean be o f  any use. That’s 
when I  have calledfor help...I can only say that it is an absolute relief. ” (Peter).
“Because that weight is on my shoulders and the look and the guilt that I fe lt from  
him... I  just fe lt so guilty that I  had done this to him. It needed to be done, but I  had 
done it to him ” (Pamela).
“Very upsetting at the time. I  guess my wife had tried to be, to some extent, you have 
to be detached from the situation, even though he’s our son and we love him, we had 
to just remain fairly detached and objective... ” (Kevin).
“I  was frightened out o f my life... i t ’s just a nightmare. Everything seems to go out o f  
control ...usually he’s in such a bad way that I ’m for him being admitted... I t ’s a relief, 
because I  can 7 cope when he’s very ill. ” (Amanda).
3.4: Lost aspiration and lost independence
Finally, for participants who were parents there was a need to adjust to ideas 
that their child’s future might be different to how they imagined or hoped. There 
might be fears for how well their child would be able to lead life independently from 
their family, or changes in their aspirations (for their child) in terms of careers or 
having their own family.
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There seemed to be tension for parents between acknowledging the progress and 
recovery their child had made and wanting to believe it possible for them to make a 
full recovery, and at the same time worrying they would not be able to live 
independently, and wanting to make plans for how they could receive support in the 
future. They were aware of their own age and worried about what would happen 
when they we ‘not around to offer support anymore’. Peter, the only spouse carer in 
this sample, also talked about adjusting to changed expectations in his marriage.
“Although he’s been well, progressively seeming better over the last couple o f  years, 
obviously the possibility o f him having another relapse is there., although his brothers 
and sisters are close family, how supportive will they be? They’ve got a couple o f  kids 
now, not quite sure how it would work out i f  he needed them to support him. ” (Kevin)
“ ...[we] really just want him to find  a nice girl and settle down or whatever, but to 
know where he is going... H e’s just working to find  what he supposed to be doing 
really. I  think he is still very unsure... h e ’s never known what he wants to do... We had 
never had the chance to say was he is he, will he always be [schizophrenic]? ...I 
would just like to know maybe is he always going to be ill or whatever. ” (Linda).
“Ignoring the heat o f the moment. We are still together. I  think much more pertinent 
is the long term effects o f the illness on her. She is not the same person I  originally 
married. But she then needed help. She can’t really live alone now. I  feel slightly 
blackmailed having to be around i f  I  can put it that way. ” (Peter).
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Discussion
This study aimed to answer the question what is the experience of carers when the 
person they care for is assessed and detained under the Mental Health Act? The 
analysis of the data reveals three aspects of carers’ experience. Firstly, the ways in 
which they attempt to control the situation they find themselves facing. Secondly, the 
impact this situation has on their relationship with the person they care for. Thirdly the 
distress they experience vicariously in relation to the difficulties their relative is 
experiencing. Each of these aspects of carers’ experience are discussed below.
Control
The results of this study show that participants’ attempt to exercise control 
over their situation (living with a relative with a severe mental illness) and that this 
changed at different stages in their experience. In the initial stages when their relative 
is becoming unwell, carers attempt to gain control. As participants conclude the 
situation is out of their control they relinquish control to services. A sense of 
helplessness follows while their relative is in hospital, and finally they are engaged in 
renegotiating control after their relative is discharged. In terms of Lazarus and 
Folkman’s (1984) model of coping, at the early stages, participants appraised their 
relative’s difficulties as changeable (although they did not themselves know how) and 
they engaged in problem-focussed coping strategies of trying to engage help from 
health services. Later, the problems participants perceived in the care their relative 
received were appraised as less changeable (no one would listen to their complaints) 
and more emotion-focussed strategies were employed such as venting anger, or 
positive comparisons (e.g. my relative isn’t as ill as the others in hospital). When their 
relative returned home, participants re-engaged in problem-focussed strategies (e.g. 
gathering information about the illness, laying down house rules).
The theory of planned behaviour (Ajzen, 2005) may help explain these changes. This 
theoiy suggests that behaviours can be predicted according to intentions, and that such 
intentions are determined according to personal attitudes and social norms. Intention 
has been shown to predict behaviour well in situations where the behaviour is under 
complete volitional control. However, there are many situations where behaviour is
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not under complete volitional control, where internal factors (e.g. skills) or external 
factors (e.g. dependence on others) interfere. In such situations a person’s perception 
of control (perceived behavioural control) is important in predicting behaviour, and as 
volitional control reduces, so the predictive validity of perceived behavioural control 
increases, and the predictive validity of intention lessens (Armitage and Conner,
2001). In the current study, participants rely on others action (both their relative’s and 
professionals’) to gain control of the situation, so it can be seen as a case of limited 
volitional control. Therefore, carers’ perceptions of control are likely to be more 
predictive in determining behaviours than their intentions.
In this study one can view the participants’ intention as trying to find ways to help 
their relative, and their behaviour as seeking professionals’ input. However, mental 
health services say they cannot act without the relative’s request, reducing carer’s 
perceptions of control. Following sectioning of their relative perceived control 
reduces further, such that although they believe the care their relative is receiving in 
hospital is not good enough, they feel unable to act effectively. Although their 
intention remains (to help their relative), their low level of perceived control means 
they cannot act in accordance with their intentions. When their relative is discharged 
from hospital, they need to implement their intentions again, which may be difficult 
while their perceived control remains low, and could result in their intentions being 
poorly translated into behaviour.
Vicarious distress.
There continues to be strong interest in the factors that place caregivers under 
stress or burden, related to the idea that burdened carers may be unable to continue 
caring, leading to a significant economic cost for society. The National Service 
Framework for mental health (Department of Health, 1999) states “ ...families of 
individuals with severe mental illness may have to contend with demanding 
behaviour, extra financial burdens, restrictions upon their social and family life, and 
occasionally a risk to their own safety” ( p.70).
These negative conceptions of caring remain prevalent. Saunders (2003) carried out 
an extensive literature review relating to families’ experiences when a family member
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has a severe mental illness which highlights the concept of caregiver burden. She 
states that “client behavioural problems... pose enormous challenges for the entire 
family system” (p. 187). However, it is interesting that one study in this review 
(Hatfield a l, 1994, cited in Saunders, 2003) identifies deficit symptoms such as low 
motivation and poor sleep, as disturbing families more than intrusive symptoms such 
as violence or alcohol abuse.
The results of the current study suggest that family carers may be more distressed by 
the negative impact of illness upon their relative than by the burden placed on 
themselves, and this is supported by Hatfield et a lls  (1994, cited in Saunders et a l, 
2003) findings. In further support. Rethink (2003b) report that three out of the top four 
changes that carers wanted to see related to improvement in services for service users, 
rather than services for carers.
Terry Hammond (2006) writes about his experience of caring, demonstrating this 
experience of vicarious distress.
“I had always looked upon people who care as kindly people doing things I 
was glad I did not... sacrificing their lives for the ones they love, quietly and 
gently going about their business. Five years on I feel like the headmaster at a 
school for difficult children... it’s like having a child again.. .it’s like every 
grandparents nightmare -  having the grandchildren to stay but not being able 
to get rid of them... [I] heard some social worker ranting on about the 
importance of independence and how carers must learn to let go... I know I 
must let go. But I can’t, because ... I am his father and my wife is his 
mother... All we want to do is to rescue him from his living hell.” (p.388.)
Relationships
A major focus in research examining the relationships between people with 
mental illness and their family members has been expressed-emotion. This theory 
links family members’ criticism and emotional over involvement (EOI) with increased 
risk of relapse. Level of expressed-emotion was not assessed in the current study, 
however there are some suggestions in the participants’ accounts that they attempted 
to avoid such negative interactions.
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Carer’s criticism can be linked to them appraising their relative as responsible for their 
condition. However participants in this study explained changes in their relationship 
and their relative’s unusual behaviours as part of the illness they were experiencing. 
Such appraisals were made even long before a psychiatric diagnosis was offered as 
explanation, noting that their relative was acting out of character and so they must be 
unwell, prompting them to seek help from health services.
In terms of EOI, participants were well aware of the dilemma between trying to 
encourage their relative to engage in helpful activities (and avoid unhelpful ones) but 
also not wanting to push them too hard. They explained how they had tried to “not 
expect too much” or “just let them be”.
Helping carers to resolve these dilemmas could help improve the relationship between 
caregiver and care recipient, and so benefit both. However, mental health services 
have struggled with this, usually looking to voluntary organisations to offer support to 
carers. Both Addington et al. (2005) and Sin et al. (2007) advocate interventions with 
carers that are intended to benefit carers and relieve the distress they experience as a 
result of their relatives illness. It is vital that great care is taken when offering such 
interventions to ensure that they do not perpetuate the myth of families’ culpability for 
their relative’s difficulties.
Carer Involvement In Mental Health Services
The issue of involving carers when providing services is present throughout 
the experiences of carers in the current study. Participants found it hard to get help 
when their relative began to experience difficulties, with GPs and other professionals 
telling them they needed the potential service user to seek help themselves. They also 
experienced a sense of helplessness and not being listened to while their relative was 
being cared for in hospital, and a lack of information or involvement in planning when 
their relative was discharged.
Why do carers so often experience exclusion from services? Rethink (2003a) note 
that over 90% of carers say that the service user allows them access to professionals
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always or sometimes, and so the cause of exclusion must lie in the relationship 
between professionals and carers. In particular they single out the use of ‘patient 
confidentiality’ rules to block information sharing, a concern that is echoed by 
participants in the current study. Similar concerns are presented by Shepherd et al. 
(1995) who found that family carers felt professionals should acknowledge more fully 
their role and that they should be more involved in decision-making.
Other researchers highlight similar concerns, although they caution that this should 
not be seen simply as unwillingness on the part of professionals. Lloyd and King
(2003) suggest that professionals may avoid consulting with carers not necessarily 
because of prejudice against carers, but because of practical considerations such as 
lacking the time and resources to consult with carers in depth.
Professionals are not, however, completely unaware of this issue. Mike Shooter
(2004), president of the Royal College of Psychiatrists, suggests that the problems 
faced by carers have been known about for decades, but have been ignored by 
government because informal care brings large savings for the NHS, and by 
psychiatrists because to take on the load of carers problems would be ‘the straw that 
broke the camels back’. He believes professionals may seem to hide behind 
confidentiality because they are uncertain about the law and will always err on the 
side of caution. He proposes therefore that the rights and powers of carers should be 
clarified in law and service policy, for example with regard to advance directives, but 
that also there is a need to accept that the therapeutic relationship is a three way one 
between professional, patient and carer.
Following the introduction of the Mental Capacity Act in the UK, increasing attention 
is being paid to advance directives, which allow individuals to specify how treatment 
decisions should be made, and to appoint proxies to make decisions for them should 
they become unable to do so. They have been hailed as instruments for improving 
communication and patient autonomy, although a randomised controlled trial found 
no benefit in terms of hospital admissions or patient satisfaction (Amering et a l, 
2005). Atkinson et a l (2004) enquired into stakeholders’ views of advance directives. 
Positive expectations included increasing service users’ choice about treatment and
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reducing emergency admissions by encouraging early treatment. There was hope that 
advance directives could help negotiate information sharing with relatives, but also 
concerns they could be a source of conflict where families didn’t agree. It was 
expected that proxies would usually be family members, and this could be seen 
positively. However some participants voiced concerns that proxies might pursue their 
own interests at the patient’s expense. There were also fears that the stress of acting 
as a proxy could damage the relationship between family member and patient. In the 
current study participants felt they had important information about their relative that 
would be of benefit to services, and this may suggest they would feel well placed to 
act as a proxy. However, it is also the case that participants felt most excluded around 
their relative’s first episode of illness. In such cases there would be no advance 
directive, so it remains important that services have systems for involving carers in the 
absence of advance directives.
In summary then, carers continue to feel excluded from services that offer support to 
their relative. In particular they complain that services use the excuse of 
confidentiality to block their involvement. If we wish to give greater consideration to 
the needs of carers, then there must be a change in attitudes and practices with regards 
to confidentiality. Although clients of mental health services must be able to rely on 
appropriate confidentiality being maintained in accordance with their wishes, carers 
should also be able to feel listened to and involved by services.
Clarifying disparities
I now attempt to address some disparities raised by the current literature in the 
light of the findings of this study.
Should we see carers as self-motivated, trying to rid themselves o f their 
burdensome relative? Or perhaps as naïve, placing their relative and others at risk, 
by resisting in-patient treatment or discharging their relative early? Participants’ 
experience of caring for a relative was motivated primarily by concern for their 
relative. The hope of these participants as they sought the assistance of mental health 
services was that services could alleviate the distress experienced by their relative.
The act of handing over care to someone else was not sufficient to alleviate carer’s
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own distress. They continued to visit their relative in hospital and, if anything, their 
distress increased when they witnessed poor conditions in the hospital and were faced 
with the fear that their relative might not improve in such an atmosphere. This is in 
keeping with Papastavrou et aVs  (2007) findings that residential placement of an 
elderly relative does not necessarily reduce carers’ burden. In seeking help from 
mental health services, participants wanted not to rid themselves or a burdensome 
relative, but rather to get back the relative they knew and loved.
There was, perhaps, some naivety on the part of these participants. All talked of not 
knowing where to turn for help initially, and some talked about how they held back 
from considering compulsory treatment for their relative. Later, these participants 
questioned whether they should have been more accepting of compulsory treatment. 
They felt it had been a necessary part of their relatives recovery, and that if  they had 
taken a tougher line at an earlier stage, they could have helped their relative recover 
sooner. Did this reluctance or naivety place people at risk, or impact adversely upon 
their relative’s recovery? Such conclusions are beyond the scope of this study. 
However, longer duration of untreated psychosis has been linked with poorer 
symptomatic and functional recovery once treatment is initiated (Norman et a/., 2007). 
Whether or not participants resisted sectioning appeared to be related in part to their 
views of the possible stigmatising effects. For example, Ian (who resisted) noted how 
his wife had worried about the stigma attached to sectioning, while Jennifer (who was 
more accepting) explained that she did not think her relative would be identified as 
having been sectioned in the future.
Who is most aware o f the needs o f  service users? Is it professionals, carers, or 
the service users themselves? Participants felt there were times when they had not 
been listened to by services, or had been left out of planning their relative’s care.
They felt they held important information: they had known their relative for much 
longer than professionals, they knew what was normal for their relative. They also felt 
they could provide a continuity of knowledge that was missing in services where 
changes in staff were frequent. It is not clear from this study why participants felt 
they weren’t listened to.
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One possibility is that professionals were acting according to their duty of care. The 
Mental Capacity Act (2005) provides a legal framework for making decisions when a 
person is considered unable to make decisions themselves. Under this act it is the 
duty of health professionals to intervene according to what they believe is the best 
interests of their client, although professionals should discuss with relatives where 
possible. In a climate of risk-aversion and limitations on available interventions, this 
process can lead to all service users seeming to be treated in the same way, and 
informal carers feeling they have not been heard.
The process o f the Mental Health Act could be conceptualised as damaging to 
relationships, but is this necessarily the case? How could we protect relationships 
between service users and their carers? Although some participants did feel that 
sectioning caused damage to their relationship with their relative, for most participants 
such damage was short lived. Additionally, participants recounted how their 
relationship with their relative had already started to deteriorate as a result of their 
relative’s illness.
Some participants described how members of the mental health team had, at times, 
attempted to keep carers involvement in the process of sectioning as unobtrusive as 
possible. Participants believed the professionals’ motivations in these cases had been 
to protect the carer from possible anger and blame and preserve the quality of the 
relationship between carer and relative. Participants reported being grateful where 
professionals had helped to protect their relationship with their relative in this way.
Carers talk o f lack o f information and inability to explore alternatives to 
compulsory admission. Can more information or the opportunity to explore 
alternative options result in better experiences for service users and their carers? 
Most participants in this study thought they had probably been given good information 
about the Mental Health Act at the time their relative was sectioned. However, 
participants were generally unable to recall much of the information and were often 
unclear about their involvement in the process. For some, we might explain this with 
reference to their opinion about the process of sectioning, that it was a means to an
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end (getting their relative care). Other participants talked about how they felt unable 
to take in the information they were given at a time when they were overwhelmed by 
difficult feelings.
In a similar way to the experiences of carers of older people making decisions about 
placing their relative in residential care, some participants avoided the idea of having 
their relative sectioned for a long time, and viewed this as a last resort. This could 
contribute to the experience of loss of control and helplessness, with the feeling that 
decisions had been taken out of their hands.
In the experience of these participants, there appeared to be no exploration of 
alternatives to compulsory treatment for their relatives. Some had wanted particular 
alternative interventions (e.g. their relative could be persuaded to engage with services 
voluntarily), and two participants talked about their relative receiving alternative care 
(voluntary in-patient care in one case, and early discharge in another). However in 
both cases these alternatives were suggested by participants rather than professionals.
What is the emotional experience o f carers in this process? For these 
participants, the overwhelming experience when their relative was sectioned was one 
of relief. Unlike studies with carers of elderly people placed in residential care, these 
participants did not report strong feelings of failure stating quite pragmatically that 
they could offer support up to a point, but after that it was best for their relative and 
themselves to let professionals take over. Some did experience guilt related to having 
consented to sectioning, particularly if they felt the care their relative received under 
section was poor. Participants described a tension between the hope and desire for 
their relative to make a full recovery and the need to mourn and accept lost 
aspirations.
Feedback from Participants
As discussed in the method section, participants’ feedback was sought to 
assess the credibility of the analysis for this group. Summaries of the themes (see 
appendix 4) were posted to participants and they were asked to provide written 
feedback. Feedback from participants might prompt the researcher to return to the data
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to check their analysis, and they may wish to make a case to corroborate the 
interpretations they have made. Alternatively they may feel it appropriate to adjust 
their analysis, or consider further data collection to help clarify significant 
disagreement.
In seeking participants’ feedback in the current study, I wished to gain their views 
both of how the analysis fitted with their own experience, and also on the credibility 
of the analysis in general. Unfortunately however, all participants responded purely in 
terms of their own experience, and did not offer any thoughts about the possible 
different experiences of others. This has limited the usefulness of this feedback in that 
it reduces the analysis to an attempt to describe each individual’s experience, where as 
IP A also aims to uncover something of the shared meaning for this particular group of 
participants (Smith, 2004b). Additionally only four participants (half of the sample) 
responded, again limiting the utility of this feedback in that it represents the views of 
only a subsection of an already small sample.
The role of participants’ feedback as a credibility check in IP A remains unclear.
Smith (1994) described a study in which he conducted a series of interviews with 
participants as part of a longitudinal study. This allowed him to discuss the unfolding 
analysis with his participants, so enabling him to both enrich and confirm the 
interpretations he made. He suggests that such an approach allowed him to encourage 
additional reflection on the part of his participants. However Flowers (2007) notes in 
an IP A discussion forum that only about 20% of IP A studies have employed any form 
of participant validity checks, and that the impact of such checks on the research 
process varied considerably. Flowers (2007) also notes that it would be difficult for 
participants to comment on the interpretative aspects brought to the analysis by the 
researcher, and Smith (1994) further suggests that participants may not be totally free 
to challenge the analysis, given that the researcher occupies a position of authority.
If conducting this study again it would be more useful to obtain feedback face to face, 
and at an earlier stage in the research process. This might have allowed this process to 
come closer to that of encouraging participants’ additional reflection (as described by
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Smith, 1994), and allowed participants’ responses to play a more meaningful part in 
shaping the analysis.
In considering the feedback given (see appendix 4) (and bearing in mind the 
limitations outlined above) it is notable that participants’ feedback was broadly in 
agreement with the analysis offered, with participants adding some additional 
qualifications about their personal experience (e.g. “more or less as described, but a 
lot more support needed when relative is at home.”). There is more significant 
difference in one subtheme: “Avoiding sectioning, or treating sectioning as a last 
resort”, with three participants indicating they had welcomed sectioning, had not 
resisted, or felt it was inevitable in their situation. On returning to the data it is clear 
that the experience of avoiding sectioning is strongly grounded in four of the 
participants’ accounts. Of the other accounts, two participants explained how they had 
welcomed the intervention, and a further two offered justifications for their 
acceptance, perhaps suggesting feelings of ambivalence;. I believe that this subtheme 
is sufficiently grounded in the data and is also important enough to be retained, given 
that the MHA states that the ASW carrying out a MHA. assessment must take the 
views and wishes of all relatives into account (Mental Health Act, sl-I43).
Implications for Clinical Practice
Meeting the needs o f carers. First and foremost, carers want good service 
provision for their relative. However, even excellent sfsrvices may not fully resolve a 
person’s difficulties. It is important then that services strike the right balance between 
concentrating resources in providing the best possible services for their users, but also 
provide support to carers. Carers should be able to count on support in maintaining 
their own well being as a right for themselves, not just in as much as it enables them 
to keep caring. According to the current study, mental health services can go a long 
way to meeting carers needs by providing good quality services to the people that they 
care for, by making access to services easier, and by in /olving carers in services by 
listening to them and sharing information and plans wi :h them. However, government 
policy (Department of Health, 2002) now also emphasises provision of specific 
support for carers, for example by providing breaks or training.
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Involving informal carers. The carers who participated in this study wanted to 
be involved in their relative’s care, but felt their views and opinions were not listened 
to, and that they were not given enough information about their relative’s care. In 
response, services should develop robust policies to guide clinicians in the appropriate 
balance between the clients’ rights to confidentiality, and the carers’ need to be 
involved. Professionals should pay attention as a matte r of course to promoting 
appropriate openness in the relationship between servie e users, carers, and 
professionals themselves. Government policy emphasises the importance of involving 
carers in planning care, even where there is conflict between carer and service user, 
suggesting that carer support workers can be helpful in resolving disagreements 
(Department of Health, 2002).
Alternatives to sectioning. Mental health legislation requires that where 
compulsory treatment is considered, the least restrictive option available should be 
used. In the current study carers wanted to have explored alternatives to compulsory 
admission, however in the actual situation alternatives weren’t mentioned. Recent 
service developments in the UK include the introduction of community or home 
treatment teams to offer intensive input for clients in the community as an alternative 
to hospital admission. Fulford and Farhall (2001) inve:ligated the preferences of 
carers in Australia for home or in-patient treatment. They found approximately half of 
their sample expressed a preference for home treatment for their relative. Carers who 
expressed a preference for home treatment had positive expectations about the 
outcome of home treatment and negative expectations about the outcome of hospital 
treatment. They also felt less burdened, better able to <;;ope, and perceived their 
relative’s illness as less severe.
Carers in the current study felt that services did not become involved until the 
situation had reached a crisis, and thus there were no oj)tions other than sectioning 
open to them. It is possible that if carers had managed l;o access services earlier, more 
alternatives would have been available, and carers’ wishes to ‘nip things in the bud’ 
could have been achieved.
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Limitations and Directions for Future Research
Distinctiveness o f carers, and studying carers in isolation. I have suggested 
that it is important to attend to the needs of both carers and service users. It is a major 
limitation therefore, that this study investigated only carers’ experiences. Mental 
health services continue to be organised such that someone is identified as the 
‘patient’ and others will be identified as ‘carers’. It is then perhaps not possible to 
completely resist this arbitrary distinction in health sendee based research. To some 
extent it was a pragmatic decision in the context of limited time and resources that led 
me to approach this study from the carer’s viewpoint only, although I believe there is 
also benefit in representing specifically carers’ viewpoints because they are often 
sidelined, or else grouped together with those of service users. Future research in this 
context might benefit from the inclusion of both viewpoints, although it would be 
important to maintain the potential difference between the two groups’ views. 1
• I
Limitations o f the sample. Six out of the eight interviews were conducted with 
parents of people who had been sectioned. One interview was with a husband, and 
one with a sister. There is a strong possibility that participants’ experiences have been 
shaped by their role as parents. Indeed Sin et al. (2007) note that the onset of I 
psychosis is most often in late teens or early adulthood, and therefore “the role of i 
loving parent may well need to be extended for a much longer period while merging 
with the role of a dedicated carer.” (p. 283). It is also notable that seven of the eight 
interviews were with people of White British origin.
At the outset of this project I decided that although I wished my sample to be 
representative of all carers, I would avoid using strict inclusion criteria based on 
relationship to the service user. I anticipated such restrictions could make recruitment 
difficult, and that the small numbers involved in qualitative research such as this 
would in any case prevent reliable comparison between different groups. It would be 
a useful direction for future research to clarify the experience of different family 
members or indeed non-family carers.
The IP A method’s emphasis upon spoken language tends to favour the inclusion of 
more articulate participants and their accounts may become more privileged in the
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research. Whilst I have tried to remain mindful of this, it is noted that seven of the 
eight interviews were with people who I would consider to be from middle class 
backgrounds (data on socio-economic status were not collected from participants), 
meaning they are less likely to have experienced social exclusion and are probably 
better able to make themselves heard by services. Future research might helpfully 
pay attention to issues of social-class and articulateness of participants in the 
recruitment strategy.
Separating experiences o f the Mental Health Act (MHA) from experiences o f  
caring. Even when conducting the first interview, it became clear that the detention of 
their relative under the MHA was not experienced by carers as a discrete event, but 
rather as part of their wider experience of their relative’s illness and contact with 
mental health services. Future research comparing the experiences of carers of people 
when they are sectioned with the experiences of carers of service users who are not 
sectioned may help define specifically how carers experience the MHA.
Limitations o f  the IP A method. It is the aim of IP A to gain an in depth insight 
into the experience of participants, and to keep this task achievable small samples are 
employed. Such small samples, however, raise the question of how generalisable 
findings can be to larger populations, and whilst this method does not aim to produce 
widely generalisable findings, this question must be a central one in psychological 
research since it is the aim of psychology to make predictions about the actions and 
reactions of people rather than to merely understand what has already occurred.
Another important characteristic of IP A is the double hermeneutic whereby the 
researcher is engaged in making sense of how the participant has made sense of their 
experiences. This highlights the prominence of the researcher’s beliefs, assumptions 
and opinions in the research, and although I have made efforts throughout this process 
to remain aware of how my own characteristics have impacted upon the outcomes, 
this cannot be perfectly achieved.
Given these limitations, the results of this study should be considered hypotheses 
which can be developed and confirmed both by further qualitative investigation (to
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which researchers will bring their own unique characteristics) and by quantitative 
investigation which can improve the possibility of generalisability through larger 
samples.
Reflections on the Research Process
I conclude with some brief reflections on my experience of conducting this 
research.
This has been my first significant experience of conducting qualitative research, and 
as such the process has presented a challenge as I try to move away from a mindset 
that seeks to find the verifiable truth, to one that values the diversity of multiple truths. 
At the same time, I have tried to remain critical of the accounts I have heard and tried 
to establish in my own mind some sort of conciliation between these. This has not 
been an easy task. I started this research with the belief that carers can easily become 
marginalized and blamed by mental health services. I think this has been strengthened 
through conducting this research. I am aware that I have favoured the cause of carers, 
particularly over that of services, and this could be criticised for presenting an 
unbalanced view. However, I believe it has been important to emphasise the views of 
carers through this research in an attempt to overcome the dominance of viewpoints 
and practices that disempower this group.
At times I have felt that my influence on the research process has been too great, that I 
have been picking parts of the data to support my preferred explanations. Discussions 
with colleagues and supervisors, and obtaining feedback from participants has helped 
to allay these concerns, as has returning to the interview data to ground my 
interpretations. However, I remain aware of the huge amount that has been left out of 
this study, there are so many aspects of participants’ experiences that I have not 
reported, leaving me feeling that many other understandings remain unheard.
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Participant Information Sheet.
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Participant information sheet
Study title
A Qualitative Investigation of Informal Carers’ experience of the assessment and 
detention of their relative / friend under the Mental Health Act.
Invitation paragraph
You are being invited to take part in a research study. Before you decide, it is 
important for you to understand why the research is being done and what it will 
involve. Please take time to read the following information carefully and discuss it 
with friends, relatives, care team and your GP if you wish. Please ask if there is 
anything that is not clear or if you would like more information. Please take time to 
decide whether or not you wish to take part.
Thank you for reading this.
What is the purpose of the study?
This study is trying to find out about the experience of people who care for someone 
with a mental illness when that person is detained under the mental health act. We are 
particularly interested in how this process affects the relationships carers have both 
with the person they care for, and with mental health services.
This study will run from September 2006 until September 2007
Why have I been chosen?
We are interested in speaking with you because: 1) We understand you have been a 
carer for someone who has been detained under the mental health act in the past; and 
2 ) a member of the team who is involved in that persons care suggested that you might 
like to participate.
In total, approximately 10 people will participate in the study.
Do I have to take part?
It is up to you to decide whether or not to take part. If you decide to take part you will 
be given this information sheet and asked to sign a consent form. If you decide to take 
part you are free to withhold any personal information or to withdraw at any time, 
without giving a reason. This will not affect the support that you or the person who 
you care for receives. Neither will a decision not to participate.
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What would taking part entail?
Interview
You will be asked to complete an interview about your experiences when the person 
you care for was assessed and detained under the mental health act. This would take 
about 90 minutes and can be done at a mutually convenient location. Once the 
interview has been completed you will be required to do nothing else.
Audio-taping
All interviews will be audio taped. The audio tape will be used to produce a written 
transcript of your interview. The tape of your interview and the written transcript will 
be stored in a locked cabinet and will only be listened to or read by one of the 
researchers; no one else will listen to your tape or read your transcript. Your name 
and address will not be attached to the tape or transcript so you will not be 
identifiable.
What are the advantages and disadvantages of taking part?
There are no anticipated disadvantages of taking part in the study. However, if you 
wanted to stop the interview for any reason, you would be free to do so immediately.
It is hoped that the study will contribute to a greater understanding of the experiences 
of carers involved in mental health act assessments, and will hopefully help to 
improve the way such assessments are carried out. If you would be interested in the 
results of the study we will be happy to share them with you at a later date.
What if I become distressed?
It is possible that some people may experience distress when discussing their 
experiences. Before the research procedure begins the researcher will discuss this 
possibility with you and the two of you will develop a plan for how to cope with any 
distress that may arise. This will involve providing you with an opportunity to discuss 
it with the researcher in the session. It would also include considering who else would 
be able to offer you support e.g. other health care professionals, family, and friends.
Confidentiality
With regard to vour GP and the team who support the person you care for.
The team who support the person you care for will know that you are taking part in 
the study. We will also ask you for permission to inform your GP. The researcher 
will have no other contact with the care team or GP, with one exception: if  you say 
something that leads the researcher to believe that the safety of yourself or someone 
else is at risk, this information will need to be passed on. Before doing so, the 
researcher will speak with you about how to do this.
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With regard to writing about the research project
All the information collected during the study will be kept strictly confidential. It will 
be coded and have your name and address removed so that you cannot be recognised 
from it. The study has been checked to ensure it complies with data protection laws.
What will happen to the results of the study?
The results of part of this study will be written-up by September 2007, and submitted 
to the course being undertaken by one of the researchers at the University of Surrey. 
You could receive feedback on the results of the study if you would like it. An article 
about the study will be written and attempts will be made to publish it in a national 
psychology journal. No participant will be identified in any part of the write-up or 
article.
Who has reviewed the studv?
This study has been reviewed by London Surrey Borders Local Research Ethics 
Committee which raised no objection to it, and by the Research and Development 
department within your local NHS Trust.
MATERIAL REDACTED AT REQUEST OF UNIVERSITY
In the unlikely event of you suffering significant and enduring harm as a result of your 
participation in this research, the University of Surrey (as sponsor of the research) 
holds no-fault insurance cover which is intended to provide compensation to 
participants, regardless of liability. The University of Surrey also has public liability 
insurance, which covers public liability claims.
If you decide to participate in the study you will be given a copy of this information 
sheet and a signed consent form to keep.
07/08/06, Version 2
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Appendix 2:
Semi-structured Interview Schedule.
Major Research Project
214
Semi-structured Interview Schedule 
Preamble.
I am interested in this study in finding out about carers’ experiences when the person they care 
for has been assessed and detained under the mental health act.
Because I am interested in finding out about your personal experiences, I would invite you to 
talk as freely as you feel able about your experiences. However, you should not feel that you 
have to answer any of my questions if you do not want to.
The things that we discuss today will be kept confidential. Some of the things you say will be 
used in the final report of this project in the form of quotations, however any personal details 
will be changed, so that your identity would not be known to anyone reading the report. I 
would have to break confidentiality if you told me something that made me think that you or 
someone else were at risk of coming to serious harm.
It is possible that you could find talking about these things upsetting, and I would like to take 
a moment before we begin to think about how you would like to handle that possibility. 
[Suggestions: You may feel that you want to stop the interview if you feel upset, or you may 
feel that you would like to continue. You may like to take a break to compose yourself, or you 
might like to move on to another topic area in the interview.]
You have my contact details on the information sheet so that you can get in touch with me 
after the interview today. If you have found the experience of taking part in this research 
difficult, then we can arrange for me to phone you or meet with you again at a later date to 
talk about that further. I would also be able to give you details of local counselling 
organisations if you felt you needed more support.
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1. Can you begin by telling me a bit about the times when you have been involved in mental 
health act assessments?
Prompt: When was the most recent occasion that the person you cared for was
assessed under the mental health act?
How many times have they been assessed, and how many times have 
the been detained?
How have you been involved on those occasions?
2. What were the events that led up to the person you care for being assessed?
Prompt: How was the person you care for feeling? Acting?
How were you feeling? Acting?
Who requested the assessment?
3. What did you know about the mental health act before your first experience of a mental 
health act assessment?
Prompt: . Had the mental health act been mentioned before? Who by?
What did you know about the mental health act?
Did that match up with the actual experience?
4. How did the experience of being involved in the mental health act assessment of the person 
you care for affect you personally?
Prompt: Emotions. How did you feel?
Thoughts. What did you think about it?
Behaviours. What did you do?
Has the impact on you changed over time?
5. How did professionals help you with the process (of MHA assessment)?
Prompt: What did they do / say that was helpful?
Is there anything more they could they have done?
6. Where there aspects of the process of MHA assessment which you thought were good?
Prompt: Was there anything that really made sense to you?
Was there any aspect that helped you to get through the process?
7. Are there any aspects of the process that you would like to see changed?
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Prompt: Was there something that happened that you wished had not
happened?
Was there something that you think should have happened that 
didn’t?
How would you change these things?
How would this be helpful /  what would it achieve?
8. How did it feel to have professional services taking over caring for the person you were 
caring for?
How did services keep you involved after the person you cared for had been detained?
9. Did you feel you could remain impartial in the process of mental health act assessment, or 
did you feel you had to be more identified with the person you care for or the service?
Prompt:If impartial: Did you make a conscious choice to remain impartial?
How did you achieve impartiality?
How did that show itself?
If identified: Who did you identify with?
Was it a conscious choice to identify in that way?
Was that a source of conflict with the other party?
How did that conflict show itself?
How did you manage that conflict?
10. How did the assessment and detention process affect your relationship with the person 
you care for?
Prompt: How did your relationship change at the time?
How did this show itself?
Has this changed over time? In what way?
What do you think caused or prompted these changes?
11. Is there any other aspect of your experiences that has been important to you that we have 
not yet discussed?
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Debriefing.
How have you felt about taking part in the interviews today?
Was there anything in what you talked about that surprised you?
Were you surprised by your emotional responses when talking about things?
How do you expect you will feel later today / tomorrow?
Is there anything else you wish to add?
Would you like a follow-up phone call or meeting to offer further support? (if they have been 
distressed / upset by taking part).
I would like to contact people who have taken part at a later date to get their views about what 
I find from these interviews. It is likely that this would be in 3-4 months time.
Would you be willing for me to contact you for this purpose?
How would you like me to contact you? (Phone/Email/Post)
How would you like to receive information about the finished project?
Thanks for taking part.
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Appendix 3:
Participant consent form.
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Participant Identification Number:
CONSENT FORM
Title of Project:
Name of Researcher: Richard Lingard
A Qualitative Investigation of Informal Carers’ experience of the assessment 
and detention of their relative / friend under the Mental Health Act.
I confirm that I have read and understand the information sheet dated 
07/08/06. (version 2) for the above study and have had the opportunity 
to ask questions.
I understand that my participation is voluntary and that I am free to 
withhold personal information or to withdraw at any time, without 
giving any reason, and without my medical care or legal rights being 
affected.
3 I give permission for my GP Dr .... 
details of my participation in this study.
to receive
Please initial 
box□
□
□
4 I give permission for my interview to be audio-taped. □
Name of participant Date Signature
Name of person taking consent 
(if different from researcher)
Date Signature
Researcher Date Signature
1 fo r  participant; 1 fo r  researcher;
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Appendix 4;
a. Letter Requesting Feedback from Participants About Themes, 
b. Feedback Given by Participants
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Trainee Clinical Psychologist 
C/o Department of Psychology 
University of Surrey 
Guildford 
GU2 7XH
IS* June 2007
Dear
You may recall meeting with me a few months ago to do an interview about your 
experiences of caring for a relative who had been detained under the mental health act 
(sectioned). I asked you at that time if I could contact you to get some feedback about 
the results from these interviews, and it is with this purpose that I am writing to you 
now.
I have outlined below the main themes that emerged from the interviews I conducted, 
and would be grateful if you could give your eomments on them.
I would like you to let me know:
1. How well you think the theme fits with your own personal experience.
2. How well you think the theme would fit generally with the experience of 
people who have experienced someone they care for being detained under the 
mental health act (sectioned).
3. To make any other comments you would like to make about the themes.
As with the information you gave me in the interview, this information will be treated 
confidentially, although a summary will be included in the reports I write about this 
project.
You can return your comments to me in the stamped address envelope that I have 
enclosed, or if you prefer, you can send them by email to  @surrey.ae.uk.
If you wish to discuss anything with me I can be contacted on , or by leaving a message for me on
Once again, many thanks for taking part in this project. 
Yours truly.
Trainee Clinical Psychologist
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Theme 1: Relationships
This theme was about the relationships between the participant (i.e. yourself) and the 
person they cared for (i.e. your relative). There were 3 subthemes under this theme.
1.1 Relationship alreadv breaking down as part of the persons illness.
For most participants, the relationship they had with the relative for who they cared 
had already started to change and break down as part of the illness their relative was 
experiencing. Carer’s experienced their relatives becoming increasingly isolated, and 
difficult to reach, and also at times angry or abusive.
1.2 The Impact of Sectioning and Hospitalisation on the Relationship.
For most participants, the time when their relative was in hospital was a time when the 
relationship between them was particularly strained. This was often seen as a part of 
their relative’s illness, but some participants also felt that the act of sectioning had a 
negative impact on their relationship, such as their relative blaming them for the 
sectioning.
Despite these difficulties, participants continued to visit their relative in hospital, even 
where they refused to see them. This seemed important in terms of showing their 
relative that they were still there for them, and ready to re-establish their relationship 
together when their relative felt ready and able to do so.
1.3 Relationship Improving Naturallv, and as Part of Recoven^
All participants reported that their relationship with the person that they care for had 
recovered from any difficulties that were experienced either as part of the illness, or as 
a result of the act of sectioning. For many, any difficulties had been quite fleeting, 
returning to normal naturally, even after a few days. This was seen largely as a 
natural process, a part of recovery from illness perhaps, or a part of a natural healing 
process.
Most participants didn’t think that they had done anything in particular to repair their 
relationship with their relative. However, it was thought to be important to create the 
right environment in which this could take place. This had involved being there for 
their relative, and trying to make their environment as normal as possible, without 
putting too much pressure on them.
Eventually, participants believed that their relative had come to understand why they 
had been sectioned, and that this had been in their best interests. This understanding 
could help to repair the damage done to the relationship, and in some cases was 
thought to have strengthened it.
Theme 2: Control
In this theme participants talked about their struggle to take control of the difficult 
situation they were experiencing as their relative became unwell, and the eventual 
need to relinquish control of the situation to serviees. Later they felt helplessness
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while their relative was in hospital, and then needed to retake control when their 
relative was discharged. There are 4 subthemes in this theme.
2.1 Attempting to take control of the situation.
At the outset, when faced with their relative’s distress, or unusual behaviour, 
participants made efforts to take control by organising help for them. Many 
participants did not know where to turn to get help for their relative.
It was difficult to persuade any professional services to offer help, particularly if their 
relative could not be persuaded to seek help themselves. Participants experienced 
frustration at this, but some also said they understood the need to protect the 
confidentiality of their relative as a potential service user.
2.2 Relinquishing Control
Participants described that there came a point in time where the distress of their 
relative, and the associated difficulties became so serious that mental health services 
agreed to step in and provide inpatient care.
Participants varied in how they felt about handing over control of the situation to 
mental health services. Some felt this was a very straightforward thing to do, and they 
did so willingly. However others were reluctant to do so, and felt like control had been 
wrested away fi*om them at the time of sectioning.
If the police were involved in the process of sectioning, this could often lead to the 
situation feeling more out of control.
2.3 Helplessness while their relative was in hospital.
Once their relative had been admitted to hospital under section, participants remained 
very concerned about them and their care. They described how dissatisfied they were 
with the care that their relative received whilst under section. It seemed that 
participants found services to fall quite short of their expectations, but felt powerless 
to impact upon the quality of services their relative was receiving. Participants felt 
that they had important information that could help staff, but that this information 
was often ignored, or only partially listened to.
Also, participants felt that there relative was ill and needed to be sectioned, but was 
not as ill as the other people in the same ward. They felt that being in such an 
environment did not help their relative to improve, and even that it could place them at 
risk of harm from others staying on the ward.
All of these concerns seemed to raise the question that if this was the care that was 
offered, had it been worth the difficulties raised by the sectioning process in order to 
get it?
2.4 Retaking or Renegotiating Control
As services began to make plans for discharge, participants were now being invited to 
take back responsibility and control.
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Here participants could find themselves caught in a bind between wanting their 
relative to leave hospital (an environment of which they were quite critical), but also 
wanting to be sure that they had received enough appropriate treatment so that they 
were well enough to return home and the situation be manageable. There was a strong 
sense of the importance of getting the timing just right.
Preparation for having their relative come back home was important for participants, 
although there was a wide variation in their experiences in terms of how well prepared 
they felt they were, and how they felt services had made efforts to help them prepare.
When their relatives did return home, participants were faced with renegotiating 
arrangements in the household. Here participants appeared to be caught between 
wanting to make sure they took firm control of the situation, so as to ensure their 
relative did not return to the ways that had led to their sectioning in the first place, but 
also wanting to be careful not to cause upset or conflict in their relationship with their 
relative for fear that this could also bring about a relapse.
Theme 3: Tolerating the Distress Experienced by a Loved One
The third theme deals with the impact for participants of observing their relative 
become unwell and suffer a lot of distress. There are four sub themes in this theme.
3.1 Could we nip it in the bud?
Some participants expressed their hope that they would have been able to nip the 
problem in the bud. If they could get the right sort of help for their relative at an early 
stage, then a simple and brief intervention could resolve their relative’s (and hence 
their own) distress. The desire was to find somebody who could build a rapport with 
their relative, or capture their respect, and use this to persuade them to accept help.
3.2 Avoiding sectioning or treating sectioning as a last resort.
Some participants did not have concerns about their relative being sectioned, seeing it 
as just a way to get them the help they needed. However, for many, the idea of their 
relative being detained under the mental health act was one that was actively avoided. 
It was felt that there could be a stigma attached to sectioning, and that the act of 
sectioning could have significant and lasting repercussions for the relationship that the 
participants had with their relative. Some had heard about the impact sectioning had 
had on people they knew, or had been advised by others that it should be thought of as 
very much a last resort.
Participants eventually agreed to their relative being sectioned when they decided that 
they could no longer tolerate the situation they were in, or where they felt some action 
was needed for fear of their relative coming to harm.
Although participants had resisted sectioning initially, they later came to feel that it 
had been the most appropriate action, helpful or even necessary for their relative to get 
better.
3.3 The emotional experience of the sectioning process.
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The emotional experience of the sectioning process was, perhaps unsurprisingly, a 
mixed one for participants. Largely participants felt relief that their relative was going 
to get the help they needed, but often this was mixed with sadness that the situation 
had reached such an advanced stage, fear and apprehension about how the situation 
would resolve itself, or guilt at having been involved in depriving their relative of 
their liberty.
3.4 Lost aspiration and lost independence.
Finally, for participants who were parents there was a need to adjust to ideas that their 
child’s future might be different to how they had imagined or hoped. This might be 
fears for how well their child would be able to lead a life independently, as well as 
how their aspirations for careers or having their own family might have changed.
There seemed to be a tension for parents between acknowledging the progress and 
recovery that their child had made and wanting to believe that it was possible for them 
to make a full recovery, and at the same time worrying that they would not be able to 
live fully independently, and wanting to make plans for ho’w they could receive 
support in the future.
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Feedback given by participants.
Four participants replied to the request for them to give feedback regarding the 
themes. Most participants simply indicated that they agreed with the summaries that I 
had written, with the exception of the following comments.
Theme 1 : Relationships
1.1 Relationship already breaking down as part of the person’s illness.
‘Relationship with son never easy. At best OK, at worst anger and abuse.’
‘The relationship changed -  in my case my wife has bi-polar disorder -  and I have 
had to adopt a differing attitude to suit her illness (and strengthen my own standards).’ 
‘From the beginning there was immediately a change in the form of a tension in the 
person’s apparent relationship with God, and with ourselves, rather than a breaking 
down as such.’
‘Relationship had already broken down, and was spiralling down very quickly.’
1.2 Impact of sectioning and hospitalisation on the relationship.
‘Short term problems, but soon forgotten.’
‘The first time of sectioning was devastating. After that, welcome relief.’ 
The impact was positive from our point of view. We were not blamed.’
1.3 Relationship improving naturally, and as part of recovery 
‘No lasting problems.’
‘The relationship has never recovered.’
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Theme 2: Control
2.1 Attempting to take control of the situation
2.2 Relinquishing control
‘A great relief when someone else took control’
‘relief to hand over control.’
‘We were relieved to hand over control’
2.3 Helplessness while their relative was in hospital
‘more or less as described, but services fall very short -  no therapy.’
‘Constant demands for money and goods -  a) made me helpless, and b) no help from 
professionals.’ ,
‘While we felt the care certainly could have been improved, we did not have cause for 
great dissatisfaction.’
2.4 Retaking or renegotiating control
‘More or less as described, but a lot more support needed when relative is at home.’ 
‘being bi-polar, no need to take control.’
‘We were involved with discharge, and happy with the arrangements made -  i.e. into 
an appropriate hostel.’
Theme 3: Vicarious distress.
3.1 Could we nip it in the bud?
‘Looking back, no way to nip it in the bud. Greatest help came from self-help group 
and understanding more of the illness.’
‘We were desperate for help in early stages and frustrated at our inability to get help 
from our doctor because of ‘privacy’ issues.
3.2 Avoiding sectioning or treating sectioning as a last resort.
‘ Sectioning is welcomed. ’
‘In our case we did not resist sectioning, despite the possible future implications for 
our relative.’
‘Sectioning was inevitable in our situation and not at that stage concerned with the 
future repercussions.
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3.3 The emotional experience of the sectioning process.
‘As described, but no guilt, as we could see no other solution.’ 
‘First time distressing, subsequently welcomed.’
3.4 Lost aspiration and lost independence.
‘Very hard not to think there is not a magic button to help son lead a normal 
productive life. How hard should we push?’
‘Not only parents of children, but also for wife’s, who’s career has been broken.'
General comments.
‘My wife’s illness has caused me to look at myself and my values, to become firm in 
decisions, and to accept a loss of trust.’
‘We would welcome a move away from the emphasis on palliative drugs towards 
more diet and nutritional input together with counselling -  a more preventative and 
personal approach.’
‘Have received very good support from mental health services since discharge from 
hospital. Hope never have to have any dealings with in-patient care, having been so 
unimpressed with care on the ward.’
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Appendix 5:
Sample Interview Transcript.
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Tramcripi of iniemiew wiih Pamdpant 2. ((;ondüdcd 30^ Jan 20()7).
I: Perhaps you could siaft ofTby jus: tdhog me a Wt abou! the timeg you' vc had 
hivoh ement with mental health act as^$<n3enix.
P: Wlten my son was actual P " P    , do you cotmt that, or are
you talking about out in the eommuntty.
I: Well thinkmg about tite ssctloniug process,
P: 'fhc seetloning process. So my expcitemie o f  the hospital situation'?
h Of the scctiomng process.
:' u'po.{es3.of8ectianmg?Yesthatwas\%:fystratghth*rw^ . V ^ '
I: Has that happened once or more than oncc.
P: Yes twice.
I: When was the most recent time?
TO I Ticb IcXfClessat date.' I'u. c:r..\i. ! ear uc\\"'icr,:emhcr when tbings 
I I T... ( ri ,w  su\ 2 years ago. months. 2 years ago.
1: Were you invoKed on timt occasion.
P: Yes we've been involved on both occasions. Yes.
I: Were you (no nearest relative?
P: Yes
I: What w^re the events that were leading up to your son being sectioned.
He's paranoid schizophrenic. It started when he was living at home and clearly ' L   ^ '
\'cry veiy unwell. And wc couldn't get any help from ourGP because o f  the 
_ eotdldentiality situation. lie could dtr nothing tbr us. SotliatwasthcGrsttimeor 
% -  e \ r^ T.tc .^.t'vn. But it wasn;t the doctors fault I undcrstmid (hat. Ultimately my 
did go to the doctor himself he was in such a distressed state that they took him
by ambulance to  hospital, sod ho w ^  then tmnsferred Irom their to
R .Hewassectionedthatiirsttime, we were called over o f CT'urse, and
were involved. He was very veiyimwcil, and they didn't care lor him a.t all well. He w*/d. 
i.nnped'Wer;hewadtwlce.a:\:r ''L\: we..riT.'' ^cd. < vw f'\eyu t:w u i,' -.'iciire i/y.
we're talking about: ilerL'"-them . %.\i ..teyap; I I ^
 ^ discraceAil. Ï get very very angry about that, tmd then you've got the nsychiatrist and v / . - 1-.*: '
- the social workers all of whom we had meetings on a weekly basis and were fully 
^kcd- infonncd and nice people and nice to deal wiiharrd that was line. Or course the  ^ ,
patient has to be in there a while wailing tbr medication to gel sorted out so he was in ec
a g(X)d few mondrs. _
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I: What were the sort of things llmt were prompting you to go to the OP asking tor 
help?
% k , , i b My son was starting to tWk in a slightly wild way, saying txlU things. Hrst ol'nll Ins ^ J
W%td I behaviour was, he was very reclusive, Ite was staying in his room, sleeping all day,
but up all night, either playing loud music or on the computer or watching television 
Q something. Just living at might. A nd them he started to say very odd things, and 
J make accusations about various people, and obsessing a lot about whilst he ww at
A , ^ . boarding school when he says he was very bullied, which he probably was. but that
really came to the top then. So we were go in g  coniinuouslv saving Svhat can we do?
,  ^ . f How can we help him?' and they were saying ' wc cant help ' ''»t wc need to sec the
J^ n^ d^ient '. And (hen as I say he did eventually go, and he v is i 'iich a distressed
that they knew they had to do something that Inst mi So kom then we started to " /
, . gctpmlcssiCHtalhclp. He was vcty anti us. at around that time, and he came out of the
hospital in fKit too bad a slate. The medication had started to stabilise him a. bit, and  ^ ,
LA* was very utmily at home, angry all the time, and so what we were advised to do
wirs make him homeless, and then he would l)c given a (Int. So that happened one 
, i. dtV: wc not!lied everybody eoucemcd, they prepared (he housing services, and the put
himmaliostelthutniglu.andinaveryshorlspaeeortimehe'dgotallat. îbenhe vi/V 
didn't want anything (ti do with us Rir about six montlts. so we didn't actually: know k
howhewasgctthtgon. But v \ were assured that social services were visiting him ^
' ^  regularly, and that he w, \  ai L ot going to the chemist and getting medication, but the
cbanec.s ofhim taking h we;., pii'ty remote, but he didrt't wont to see us. So we let 
dtat be.
1: so that was the Irrst time he was sectioned? How long ago was that?
If P: about 5 years ago.
TÂ j.cl I: At a rough guess how long do you think passed betwven when you lirsi went to the
t  GP and asked for help, and when he went to the (IP?
fUAtt) - P: probably six months I expect.
(bat time like Rn vou? Were you verv distmuaht and concerned oil the
P: Very distraught indeed. I thought he migh w  n u ta i e. Yeshewasmdrtnger,
Rv we didn't fell in danger. He was very very d( \i d very very isolated, just
locked himselfin his room, we couldbn'l comm ac nl him. When he did start 
W / to talk to us it was with wild accusations, one h  » t% mgry at the world in '
S o  it w as very difficult.
^  . 1. y. Diy you persuade him to go to the (IP or was that a decision he eventually came to
himscliY
. fV 1 P: When we I'd say very tentatively 'do you think you ore a little bit depressed?'.
. 'how dare you, it's always my fiiult'; Td get a very aggressive reaction. So. did I put it
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 ^ bk mind? I don't know. And 1 didn't evenknow he was going to the dnctoT (hat 
dHv. so I don't know.
i: Bctbre that tlrst time when he was detained, had you heard of the mental health act?
. ,  y . P: ^hat do YOU mean the mental health act? r
3 « < r ' . "
h That people could be sectioned ^
P: Of course.
I: One of my quesriOTts is wheilieril iiad ever Wen niemioned by health professionals 
beibre?
 ^P: we'd only been to the OP. I wouldn't liave know where else to go. 'i'hat is
' I: %'hat iiad you tliou^it about wlicii you'd asked the G P .  Had it catered your mind 
that maybe he needed to go; 'o l ,r i,  ' , , w h  t -  i
!2c1 Mm to CO into hospital? , ;,
, P: I don't kimw. All I know was 'A: ! i . t / - '  .,''yv ^-ii'tt' ' Nw. i  üi;levTWa«k|,
having a nervous breakdown. I hadn't tltought about sectioning at that shtge really. ,v„dM
; even if i had it wouldn't have mattered. We just needed him to get care.
./
in vour own exnericDce ol I \ ' , i k < ' h th - ( P ' ,
P: fhey took Mm in the llrs place to K    (hospital) but they (mnsfcrred him
quite quickly to _________ (hospital).
I; and you were called. So did you sec him at K  or wsts he at R by the
time...
P: We saw him at R
h Had he agreed to go there, or had he been taken by p<)lice or ambulance?
P: He was token by ambulmice. but 1 don't know because T wasn't there.
I: Was he trying to leave at tlrat point?
/ P: Ihe medication docsnt I i l  i  ^ i w lu mdne ^
_ wasverv-estlcss. andi tsa P I -  ' '  I
f ' ' ; t  b  t - p J b t ' p  & 'I . I r < l p  V \  U J '
course, r . g n s  very fru'htc .d \  \ i f ' h H  ^ riywas
very p o t I t \ / - Pt t hnl ( d  i  ^  ^ card,
he didn't need to ju m p oi^ei On
Q]^g^^-^sionhewttsjiitw)i_) i \ so ' i me
here.
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fc'vic - ï: And on ihose occasions the ^xilice would have brought iiim hack (u Ihc liospital?
P: Yes.
I; When tltey admitted him and he was sectioned, whm \vasyour involvement in that?
P; ; think they just told me he was sufBctendy iU to be sectioned. He iTccded to have 
he eonldn'i W left to rotim, so the k s t  thing was to be sceüoned. I hat wasn't a 
, , -'V .ie...'. n :ea.i} wa-n'L I was tvliescé e : . e v..i  ^ ; ; e^et.'Uted. : . / leri .
1 ^ * '^  angry dmt they ctvuldn't detain Wm. WIm gocxf is being sectioned if  physienHy you
can't keep sotneixidy on the mem'e' .  It w e -
He wa'fcctienevi. deemed to L . i ' naiac^ I »
very unusual that people wan  ^ * '
!: Did any body explain to yo .1 r  ' .
f  : Gh yes. stTinebody reads out all the stuff. Y'cs it W3s fine, ir s not a hard to
^ 3  L understand concept it's absolutely line.
. ; if I: it seems ttkevoudiun t seem women abrvuin. housaTditwosareliet.
Httn beiitg sectioned? Yes absolutely, be heeded care and tbe only vwy for him to 
^,3- rcceive%hecareunderthoscpie'...ii\'.. ' ' , 'i< he detained.
U*\:
^  '. there suything else you teh about the thet (bat he was being sectioned?
31/1.
^  " P: No. 1 mean you feel an enormous sadness titat this i.s the case. But mainly I was
 ^reliev^ rd. At long last something, he w% receiving treaimenL and it was being loo.ked 
tb!.)mughly. There was every chance he would be looked at by a number of ]x%p!e 
W ' &ttd tberc miglit be a diagnosis.
I: How long was he kept in hospital tor that ilrst time?
P: Several months, flic first lot of medication di 
for quite along time. Until they realised thtu cie: 
wasn't working. And (hen that hav e to get then^  
another one. so (lie whole thing takes some time, 
changing, softening. So we would go m most da
I: In that sectioning process and when he was ad; 
narticuiarly gmd aboul (hat? Was there any persi 
wxril?
' I e r  tl l .h'C)" T .a , I,.-
tlirough it extremely carefully. So that was p. _ 
ask anything I wanted to ask, nt)d they were perit 
given an onpt r^tunity to ask qitestions. 1 iicrc w<r; 
the rootn.
work, SIT he was like a xombie 
nsn't the right tncdicatiori. I hi 
ly off that one ettd introduce 
ivhich time his attitude to us w: 
lim.
there anything tha( was 
to explained things partieulorh
..' . Wkie ,1. , : ''I '.' I. y
I-, tpt'-oi . I eP I  ^ u L 
n, I'le .' XT'U % . w. .
e:.!#..ts with J oi ..s I.:
"ÿ
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I: Was there unyihmg you ihxd d ioj,j h /. /  'c; t v. :'Lvtr: about (hai process when 
he was sectioned?
P: No. the sectioning process was absolute!) Anc. Nothiog wTOug with that. I'he care 
was a tacaliy dirterent thing.
4.5K (f)
V^ o ■
»W
1; How was it to be handing that cure 
aAcf him. How was it to be houdiug :
P: A great relief
)me months you'd been looking 
:)mchodv else?
1 : Did you feel (hat you v'er,. .. -e e ' . ^enoiad'
P: Yes absolutely. I could talk to Me pmlessionsi people, there were regular meetings 
and I was given the opportunity to ask cuestion:S. Y\nd i would piu my point of view 
to. And my sou felt he w:as being heard too, nt the meetings. If you ask me whether 
the stalT were keeping an eye on him properly and reporting on Itowthin;^ were 
going rd say Mo, definitely not' I'he ward staff
I:Dk el there vvas anything you could do about that?
P z N o I d id n 't ,  a b s o lu tê ly n :  « 1 * ne r i m  » , ,
We complained very: strongly wiren he escaped twice, but nobody took ariy notice. 1
(^ <%'^ 9^ ':^ feltthestafGngoflhiua«d\ ", 1  ^ i . 'i i ' .1 .^^ n'tiher^  t ,
'-t a . wnstheiohofthehospi(al(0  5ta8'thcward. 1 don't know whether they were short
''' '3  riatlèj. O' IbcTc uus endless tttmovcr. I got the feeling then: was an enoimnous
number of agency people, but I don't know if that's really the case. Because none rn 
tiiem fell involved. There was very little Enc(i;h spolien tunoogsts the atafT.
. -c j.. , ,
T: Was it the same experience the second tin% he was admitted?
ft,...,.. I.
1k»\U ^
i*
V.' r
P: Yes absolutely. And it's still the same. The only diDerence now i@ tliat it.< in the 
new hospital, and it's much cletmer facilities are better, fhe shilTis terrible. I fell like 
1 was in a third world countr)\ really poor quality stalT. Abysmal.
I: Did he appeal his section at all?
P: No
b in light o f the fact you were very unhappy with the day to daycare on rite wants, 
w ere there any times w:heni  ^ ..h'l'.. _ 1 .<ur of there?
P: He was too ill. It was just a question of detaining him while (he modi 
working. He wasn't coming to any harm as such. And he was ux) ill re. 
sensitive to it. So even ifhc'd been on a really well run ward, he'd still 
amongst very ill people, some of wimm tvcre sometin)es violent, some ( 
just shouting all the time, terribly ill people, 1 though; it was a pily then 
been a dincren(i.:don in the ' ,rd- '*,'.Te \ : 1  ^ -,,c  . x: dn't have I 
w^ ard, they should have been at S  » t _ < er hrspt. .-s
to be li
tJaV
».s
TWtTI fkiniir
;'fe>t * f 4 *SH:vf
.T
klfb 'Hi 
ÆtO'
w' ; ':u^'L"'''i^wei.TitaJ '\,' Iv^, _ -h isow nh
...j
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like il hut, whcu he jumped os^ er the wall it t Ixxci i,. Itc wauled to go anywhere, ,
was just that he was restless. So he did e\'entualh w il. mlo the ward. Ouee the | ^
had taken ejRècl and he %va& calmer and he was ' eepiog at night. Because )te 
wasn't eating when he was with me a* all, I couldn't ni iki him cat, and the eventually 
 ^ he was starting to have at least two meals a day. s » iM- as (wsitive (tom ilwt point o f  
view. He needed to be in a mental hospiial. it wa ju< mek that that was such a 
poor one, the day to day routine side of things. Tt iM (t in \/asthep^'cbiaiMs(s </' 4
in charge never lasted very long. In the whole tin 11' rk(hn_w^rc three, mid 
eventually, tltcy hadn't got a permanent one, It w; u i n n o nary chap. They hud a 
pcrmunentoneand thentwotempomrypeople.IT c i) c ildn'tnilthcjob, y
. . .  !
' t: so tliere was a lot ofstaR'clianges throughout which I guess didn't help you
anollter doctor would come and say do you know Î don't ihiuk tlml 
4  *1% ivas schiz or what's the next description tliat is a modified version of schiz urn sebizo 
 ^ anectivedisonlerandtherewusmawayqiuteniceasyougotalreshapproix'iisoh
wasn't actually that bad a thing you got a fresh pair ofeyes looking at the situation.
I: Did (he diagnosis leel important to you?
r.ZtZdl'' P: Vcty impodant. 1'crribly important people were slightly reticent in giving me a 
diagnosis or they simply hadn't though to tell me. Eventually It was 
 ^ K ^ ^ w h o said to me well he is actually schizoplirenic.(gOllggwno u lu n n ; enwn a nuiop uciue  .
/.  ^ . .h'R'hv was tW  important to voti?,Nk«r
P: I doti't know why it is imporlani but if is veiy imporumi, very imj.)ortanf. It can at 
 ^ r .^. '^hat is wrong with wmcone. It Is terribly imporiuni. to have a label and then
you can begin and looking it up and undcrsfaiidiug it more. To gel a whole load o f  
symptoms relating to mental illness and understanding what it is. It is eonlusing.
I: So it helped to get some clarity?
P: Some, f am eventually glad that schizttphrenia only means it covers a wlxile load of 
mental symptoms but even so.
I: but it helped to gi\x; some more clarity and give you somewhere to look for 
I , nA information. Did the process ofsectioning have an cftect on your relationship with
' yonr son or do you think it was more the paxfcss of being in hospital?
' .. . . . . . .  . oaY
. . ^ P: Sectioning was honestly not that big a deal. It is irrelevant it is just a way of ^
j(epp;ngfhemthcrcisa'tit?hsnotsayinghcisdangcrous.hjustsaysitsacutcit 
needs trerumcnt and we redly need to keep him here even ifii against his will. I 
^  accepted (hat Ittlly. It is not os though it is something that he has to carry, a kind o f o,"
^  ^ idcniia' card saving I've been sectioned is it?
1: But did it cause disagreement between you and he? it .soumis like from wnal you ore 
t^k>ÀI LoC stiying that it may not have been a particularly big deal for him.
CDX" ' lc& ay
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g a
P: He was sufTiciendy 
wasn't listening pro|[%i 
indeed. And he real'y \ 
to Mm # (hat stage wo 
pmbicois and etmeenis
I: Do yuu think his being i
voutd expia: 
vas all over! 
just shutBei 
mnact at all
iïrly stages lie 
very sedated 
wnsbeinK said
an citée' c \  ' . e x  . t /.ween yr':'.
You said at one yKiint that at one point he was very anti yon
P: wbde he was living with us he wm *ery angry indeed but we never really though it 
3 '^  pctson.l1. It was just part o f his being so depressed and ^  il l I think you have got 
f' ." \''T, somelbingorsomebody.Youhavegotofindafbcusforhowyouare
;( so once the got'd medication stalled to have an et%ct the relationship was
/V ^ 3  back to normal and we had a good relationship with him.
k _ h So (hat started to improve vshilst he was still in hospital?
P: Yes absolutely. We kept going to see him anyway and took no nottee ot that, it %%s 
slightly alarming bt.c..'uw 'te wi.; f..:v 'ng .^ome rather wild things about husband.
^ So wc didn't want to pet into dus nightmare scenario when (he police rd/hi reed to 
.xohvVor -^iren e a 'el, 'he v  ^ i; ' ^.xirj-e o
I i-rattimcthercladonshipbetweenyouandyourhtrsbandandyousonvvas 
improving and has that continued be good since then?
P: Yes, Yes.
I: Have there been limes when you sv'n has hccn treated in hospital voluntarily. He has 
been sectioned twice, have there been times when lie has agreed to go into hospital?
P: No, no.
h The second time he was sectioned, did that surpiise you that he wouldn't agree to 
go v oluntarily?
2" ' t
?: No. bccmise he had stopped taking medication..
f. ^
I: so he had stopped taking medication at that time and be became...
lb It was when be was living in 1 
would go h.' his flat and he v 
realised oh dear, things orcn' _
Tlie social woikers v,,.TC v :s.\' » 
needed to and then he :startec o .. n  
oh this is nc't right. And then or: one 
woke up and was very violgstt. He th 
w c hod to call the police and he was 
must Itave been sectioned at least (h: 
(he section, I don't know, it w^ ns difl 
he's not right, he's not right and arra
at w' cn he did eventually agmc to see us, we 
' .  .  in like a ^juat. It was a complete slum and I 
v^ h lud ) ' L ( ; : h t, (Ik ( '
h.n I leli he eouid present quite well when he 
r a . , to see us and on two or three occasions, oh
xXL 11)0 . . .  V ' I _ u  an': I ,.
revv a television at the wall, be broke windows, 
taken off to h()spttal. On another t)ccasion, he 
ec limes I siip *^ose or maybe he was still under 
icuh because he seemed very lucid. I kept saying 
nged tor people trom R to come and see
Tf-
c I 
fA.vL/'.
'-Visày.
v.'k&v:
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% rAyC" I . I ' X  rfvX.mL'J qutc we.l urti! j' .  x x  /- x  . u, I^caiK nu wc
(.redtmn'M). M voiK.cciivgl' , "i  ^ ix:i Uk.'h.nistm.:l..i'e 
, I '" ''.il.icn  h) (hil lime he was known to dïem, he couid be admitted very qiiickh
x%\ ,\ir'i.\'h(»"pil:i|:'i'ixjM r tc , .-oMl'ut. h was liien when
f ' c - ; ' ' r dh x e ,  \edlim)a$tlime. w l x ' . i .  e x ,  ..Wm a year ago: it was 
(, ' .d; 1 1 Ue tlx. lie would go onto (heaccommoAdon tlxtt h< t\ i .. . /  ,
,  J*'.: ' ''i: c "uldn't have him to live whh m any more because I have no, urn, 1/
 ^ V n." \ r '  (h )i we couW i'; ge' bi n o ::J e :he :reJ\- Men
_  : <E I: Does the learn have ways of geiihig him lo lake the medicaiicm?
' P: YesMeydo,hegoesfbrbismsdicatioiiisstthingatnightandmMcmom!ng.They
drdeitomand he is very compliant with that now. , ,
:^.t.^t^^(^hsoheiskeepingupwi(h(0 "i )i\.. t'T;^ . . .  .rcJ. (he questions that I .«F
have. Is there anything else about or. t.; i x - .  x , . \p w ia
havenT talked about, wiiieh'Cj'-'ar.L' ' -u  (' &,AvolvkA:tiL
c 8  very gratcAil for mvolvement. it took nges to get that place in
' \\ ''ei'e -e r  .. » .  ^ tu'\ . u  eo in at UitTerenl
levels and they can go up to til 1 1 ' it' " ' ' O ,cook absolutely ages.
/*r He went there for one nigh: tna il.en mc; f  ' , r . «e he would be suitable and
.'q>.3 hey would take hinx nut it w:<s .i .cry n.. i re:: ' t ..:': i.c v a«; well euougit then to
'' released from hospital st* it is a shame it (wk so long. But we were nially gmierul
^ for p # a n d  him pushing for that so strongly feeling that it was appropr ax !< I m.
$, which it indeed it Itas been entirely appmpnate. I don't mean entirely, uv.,3  i
.k: absolutely entirely. There are some quite ill people (hen: which is n bit I L(
sometimes. Some of them are clearly pemtaneniiy brain damaged, (hey are 
functioning, and they all right, but they are no', really, well and truly. But my son l|i
\0 settled into that. He lias to be fairly discipline. He hits to keep his room clean and help
wjih the cwking and generally get invtdved w itb. die place. Which lias k en  fantastic. ] ,
hlvW  4^ tid long may he remain (here although of course it isn't tbrcvcr. I iuu concerned. I '
don't think my son will ever be able to hold down o job. So he will need lo live 
somewhere like that and I don't know If (here is anywhere else, but he certainly can't 
Tw yg of his life. It's ju.sc socH 3S a Temporal}' thing. I; could be 5 year.s
\v»«/ir ym certainly not Ibrever. S(« I try not to think about the nmue because heaven know^
.3T. " -'"iingto be. He said funnily enough yesterday they arc going to put him
y  I  ^ stage which is self medication. I espeet that will be partly suecessttil. He
S» #1 T I not wont to take it. I don't know , or think I am alright. 1 he last time he
t thcm,.,tc.'t(CL:'et .. ..i- . ' " _n i me to us how
gort o f deep seated the illness actually is. It only took a couple oi' days.
..  , L I: Do voutbmk he has understood dial now? .
 ^  ^ '.a^m.tliatl.cd ' '  » dpc.c,  liv.AvlH't.' s elk. . '  ^
.*V' lake the credit and say I've worked things out. I know I am line now because I
understandihenastandsoon. He dcKisn't actually. It's all medication. '
. i ,
I: is there anything else to say uboul these things? ^
5 -
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-b-
P: No. k's been i l'sob le mixatrs 
ihe ward ireaimi ' t , ! cen a bit disg 
W really, really * id la ding, and syt 
surprising. .And ot i i oar experience 
There k 2  psych ni'" (h<.re who 1 don 
services which is ihoughl o« v y  
îKottcy'- k is ni r -  
.3  I. X j-., havx: it. but yoü go on a very. ' v - , -  
" ' j c x x k c n M K ^ ; ^  ' h 
Everyone ha; g. icprub ' 
eonununiiy h t  1 a ve; \ j
I As far as we ' (1 _.c isn' \  .
-. tC-^ ' •
I; so there has been some sur '  ^ ' 
vportivew vi \ou didn't expect d% 
rvices that \ b ' very gtX)d have
kwk.
V -
r  Y ' 1 'XX Vcr crit- h 1
o f  what  services'at K # # # # #  
V 1JGSE[3Q$%Z% I * »
Ip t .  \ . i  icr t i ,.
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